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PREGNANCY AFTER REMOVAL OF BOTH 
OVARIES FOR CYSTIC TUMOUR.* 


By ALBAN DORAN, F.R.C.S., 


Surgeon to the Samaritan Free Hospital. 


In the summer of 1894 I performed ovariotomy upon two patients 
who had already undergone that operation. In both cases the disease 
was cystic tumour. I reported them in the Lancet for December 15, 
1894,¢ mainly on account of the case, with which we have not to do 
at present. In 1889 I removed from a woman aged fifty a multi- 
locular papilloma of the right ovary, and noted ‘the left was elongated 
and atrophied.’ The patient had reached her menopause. The 
disease appeared again, and in July, 1894, I operated, removing a 
multilocular papilloma of the left ovary. At the present time—eight 
years later—she is free from any sign of recurrence. 

The entire aim of the article which I wrote on these two cases 


was to turn attention to Pfannenstiel’s opinion that ‘in all cases of 


tumours which have a notorious tendency to become bilateral— 
namely, carcinoma, sarcoma, endothelioma, as well as papillary tumours, 
be they adenomata or carcinomata—the opposite ovary should be 
removed, even when it appears healthy, whatever may be the patient’s 
age.’ I concluded that the above case rather strengthened this opinion 
of Pfannenstiel’s; ‘ nevertheless, the removal of a healthy ovary is not 
to be lightly undertaken.’ 

I made much less of the case now to be considered. I simply 
removed a cystic tumour of the right ovary fourteen years after a 

* Read before the Obstetrical Society of London, June 4, 1902. 


+ ‘Two Cases of Ovariotomy performed Twice on the Same Patient, Lamcet, 
vol. ii., 1894, p. 621. 
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similar growth on the left side had been taken away by a distin- 
guished authority. That authority spared the ovary which I had 
afterwards to remove, as when he operated it showed no sign of 
disease. I, too, in my first operation on the case of papilloma did 
not feel justified in amputating the opposite ovary, which in that 
instance seemed atrophied. In the case to be considered there was 
a cystic ovarian tumour which I had to remove. I noted that there 
was no recurrence in the pedicle of the other ovary, and no further 
details were necessary in an article devoted to the question of recur- 
rence. 

It happens, however, that the patient not only menstruated 
regularly after the second ovariotomy, but also bore a child to term 
two years after the operation. I will therefore quote in full the 
notes which I took directly after the ovariotomy. They have proved 
of great value as throwing light on the question now to the point— 
pregnancy after double ovariotomy. 

The patient in the summer of 1894 was thirty-nine years old. 
She had been married for eighteen years, and after bearing a child 
underwent ovariotomy, Dr. Robert Barnes removing a multilocular 
cyst of the left ovary. This happened fourteen years before she came 
under my care. She bore four children after the first operation, the 
youngest being three years old in «894, and she had never aborted. 
In the summer of 1893 the patient’s abdomen began to swell. Sir 
Spencer Wells saw her, diagnosed an ovarian cyst, and sent her on 
to me. There could be no difficulty in diagnosis. On June 4, 1894, 
I operated. I will quote my notes entire* : 

‘ Parietes very thin, no adhesions. A multilocular cyst came in 
sight; the omentum ran on to it, firmly adherent to its capsule. I 
tapped two loculi, and about a pint of chocolate-coloured ovarian 
fluid escaped. Then I detached omentum and a coil of small 
intestine closely adherent to the cyst wall, somewhat to the left and 
at the fundus of the cyst, at the level of the umbilicus. The 
mesentery formed a kind of capsule to the back and to the right 
side of the cyst. I separated the intestinal adhesion partly with my 
index nail, partly by cutting with scissors. A sponge was applied 
to the separated intestine, the adhesion oozed considerably; then 
the coil was kept out of the upper angle of the wound and covered 
with a warm, damp towel. 

‘The mesentery and broad ligament were detached from the cyst, 
the base of which was drawn up, and then seen to lie close against 


* 1 headed the case ‘ Ovariotomy (second—first fourteen years ago) Enuclea- 
tion ’ in my note-book. 
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the uterus on the left and the vermiform appendix on the right. The 
base of the capsule was tied with a Bantock knot.’ (This term signi- 
fies that, after transfixion, one end of the silk was drawn through the 
loop and tied to the other end, according to Dr. Bantock’s practice.*) 
‘An artery had been divided on the upper aspect of the base of the 
capsule (probably the ovarian artery, course diverted by the burrowing 
of the cyst+); it was secured by a forceps and drawn into the ligature. 
Two ragged pieces of adherent omentum and one tag running into 
Douglas’s pouch were tied with No. 1 silk. There was no blood in 
Douglas’s pouch, and the separated adhesion on the small intestine 
(which, after the dividing of the ligatured base of the capsule, had 
been returned into the abdomen covered by a sponge) had ceased to 
bleed. No drainage. Iodoform freely applied to wound’ (an ancient 
custom). 

‘Description of Tumour.—A multilocular cyst, 53 ounces; three 
main loculi exogenous; a fourth, nearest uterus, contained glandular 
material. Fluid 2 pints, plus some lost.’ Here comes a line which 
I thought trivial at the time, but which has proved to be of great 
importance: ‘ (No trace of Fallopian tube in capsule, see p. 6.)’ On 
turning to p. 6 of the note-book, I see that I entered under ‘ Genera- 
tive System’: ‘ Period regular, three-weekly, very free show (not a 
trace of ovarian tissue found in tumour. I must have left the tube 
in the capsule. Note effects), see p. 22.’ On turning to p. 22, I find 
note under ‘ Subsequent History’: ‘ November 1, 1894. Visited me. 
In no pain, but period has been seen regularly since operation; last 
period during last week in October.’ 

The note on ‘ Description of Tumour’ ends: ‘The uterus was 
pushed to left, and on its left side the broad ligament was much 
shortened ; the stump of ovary removed fourteen years ago was a 


small tubercle.’ I have been careful not to corrupt the text of this . 


ancient document, hence I have retained the expression ‘capsule,’ 
twice used in a manner tending to mislead, as will be explained. I 
remember that it was the base alone of the tumour that burrowed 
into the broad ligament. The patient made a good recovery. As 
noted above, I saw her five months after the operation, and was 
surprised to learn that she had menstruated. 

Until this year I never heard directly from the patient after 
November, 1894, though a friend of hers occasionally informed me 
that she was in good health. In March, 1902, she consulted me, 
fearing a recurrence of the tumour, as there was pain and swelling. 

* | used, as I still use, silk, No. 3 China twist. 
+ This parenthetic sentence is part of the original text. 
I—2 
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The distension was purely flatulent. The pain was caused by masses 
of scybala which I felt in the left fornix, and succeeded in getting 
away. They-were as hard as pebbles, and had caused diarrhoea. 
The uterus was quite mobile, and both fornices were free from any 
deposit, etc., after the scybala had been cleared away. The patient 
then said she was troubled with flushings occasionally. I asked 
her about the period, expecting that it would have ceased within a 
year or two after the operation. Then she told me that it was last 
seen as late as December, 1900, when she had a severe shock owing 
to a sudden death in her family, and the period never returned. 
She was therefore just over forty-five at the menopause. I was 
interested with this after-history, but my surprise was great when 
she volunteered the statement that she had borne a child since I 
removed her second ovary. I asked her for further information, and 
then she explained that she had given birth to a child in the summer 
of 1896, just two years after the operation. 

I at once wrote to Dr. Stacey Burn, of Richmond, who attended 
the patient on that occasion, and he replied: ‘I remember Mrs. —— 
very well. I find she was confined on July 23, 1896, of a girl. I 
had to use forceps, though there was apparently no obstacle to the 
descent of the head, but I believe she has always had to have forceps 
used. I quite well remember her telling me about her two opera- 
tions, and that you had told her that she would not have any more 
children. I have no notes of the case, but there was nothing ab- 
normal about it beyond what I have said.’* 

From the above records of this case it is clear— 

1. That a cystic tumour of the left ovary was removed by Dr. 
Barnes when the patient was twenty-five. 

2. That after that operation she bore four children, and then a 
cystic tumour of the right ovary developed, which I removed when 
the patient was thirty-nine, finding the stump “ the pedicle on the 
left side reduced to a mere tubercle. 

3. That not only did the period recur soon after the second 
operation, the menopause not being established till the patient was 
forty-five, but she also became pregnant, and bore a child at term 
two years after the operation. 

Again, it seems equally clear— 

4. That the tumour removed by Dr. Barnes was an ovarian or 
odphoritic cyst, not a parodphoritic cyst, whilst, whatever the tumour 
might have been, the tube and ovary were practically extirpated. 


* The patient was unable to suckle this or any other of her children ; the 
mamme were very ill-developed. 
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5. That the tumour which I removed was certainly a true ovarian 
(odphoritic) cyst, multilocular, with adenomatous tissue (never seen 
in a parodphoritic cyst) in some of its loculi, and with characteristic 
brown fluid. 

6. That the base, but not the rest of the cyst, burrowed con- 
siderably into the right broad ligament, whence it was enucleated. 
The strong adhesions have nothing to do with the question under 
discussion, and when I noted that the omentum was adherent to 
the ‘capsule,’* I simply meant the ‘surface’ of the upper part of 
the cyst. I found the base of the cyst ‘close against the uterus,’ 
and enucleated it. 

7. That I trimmed away the greater part of the capsule after the 
enucleation, and made two notes which have proved to be more 
important than I expected: ‘ No trace of Fallopian tube in capsule,’ 
and ‘ Not a trace of ovarian tissue found intumour. I must have left 
the tube in the capsule.’ I meant by this that the tube remained 
in the part of the capsule left behind. 

8. That the base of the capsule was transfixed and tied like a 
normal pedicle, whilst the tube, probably entire, was not included in 
the ligature. I will discuss presently the possibility that the tube 
was included in the ligature, and that I did not recognise the portion 
that must in that case have been cut away. 

g. That some ovarian tissue must have been left behind free from 
any trace of cystic adenoma, which is almost certain to recur if not 
thoroughly extirpated. 

I will now consider, firstly, some reported cases of pregnancy 
after the removal of both ovaries, and, secondly, the possibility of 
the restoration of the function of a ligatured tube. 

Under the first heading come cases reported by Schatz, Stansbury 
Sutton, and Gordon. 

Schatz of Rostockt performed ovariotomy on a single woman, 
aged twenty, on February 20, 1880. He removed a cystic tumour 
of the left ovary, and with it the outer third of the corresponding 
tube. The right ovary was of the size of a walnut, and showed 
evidence of cystic degeneration. He removed it, but purposely left . 


* I reported: ‘ The mesentery formed a kind of capsule to the back and to the right 
side of the cyst’—the term ‘ capsule’ so used isa little confusing, but I added: ‘The 
mesentery and broad ligament were detached from the cyst, the base of which was 
drawn up,’ etc. What I signified was that the mesentery was freed from its 
adhesion to the back of the cyst, and the broad ligament peeled off the base of the 
cyst, which was then drawn up, and the base of the capsule ligatured as a pedicle. 

t ‘Schwangerschaft nach Doppelseitiger Ovariotomie,’ Cent. fiir Gyndh., 
1885, p. 353- 
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some ovarian tissue in the stump, and spared the Fallopian tube 
altogether. Menstruation returned on May g, 1880, after attacks of 
hypogastric pain in March and April. The patient was married on 
April 23, 1884. The period ceased after August, and on May 12, 
1885, she was delivered at term of a girl. The forceps was used as 
the labour was lingering. 

Stansbury Sutton’s (Pittsburgh, U.S.A.) patient* was thirty-two 
years old, and had a child six years of age when he operated on 
March 20, 1892, removing a multilocular cyst of the left ovary and a 
colloid cyst of the right ovary. The right pedicle was severed by 
the cautery, the left with scissors. The uterus being retroverted, it 
was fixed to the lower angle of the wound. On June 10, 1894, she 
gave birth to a male child weighing 10} pounds. In 1896 she was 
safely delivered of another child. Stansbury Sutton believed that 
there must have been a detached piece of ovarian tissue in the left 
stump to which the cautery was not applied. He thought that if 
the ligature were tied sufficiently close up to the uterine cornu so as 
to cut the sympathetic nerve, there would be no more menstruation. 
He added another case in his own experience, where he removed 
both ovaries with the tubes for chronic inflammatory disease, or 
some similar affection. Nine months later less forty days she was 
delivered of a child. . 

In the discussion which followed the reading of Stansbury Sutton’s 
case before the American Gynecological Society, Lapthorn Smith 
stated that he had removed the tubes and ovaries from a woman, 
aged twenty-eight, subject to dysmenorrhcea. She bore a child 
about nine months later, but it was probable that a fecundated 
ovum had entered the uterus very shortly before the operation. 
Engelmann, Palmer Dudley, and Arthur Johnstone spoke on the 
merits of the practice of leaving pieces of ovarian tissue when the 
ovaries were removed for inflammatory disease; some left a tube. 
Ovarian tissue had been noted as left behind in the proximal side of 
the pedicle in some of these cases. Here I must note that I should 
be very averse to leaving ovarian tissue behind when there was a 
true tumour to be removed. 

S. C. Gordon,t of Portland, Maine, records one not very perfect 
case where a woman, aged thirty-six, became pregnant in June, 
1894, and was delivered in February, 1895. In May, 18gr, she had 


* ‘Double Ovariotomy followed by Pregnancy and Delivery at Term,’ Aver. 
Journ. of Obstet., vol. xxxiv., 1896, p. 92. 

+ ‘Two Pregnancies after Removal of Both Ovaries and Tubes,’ Amer. Gyn. 
and Obstet. Journ., vol. ix., 1896, pp. 28, 79. 
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undergone an operation, her husband understanding at that time 
that both ovaries were removed; but the operator, J. R. Chadwick, 
had mislaid his notes, so that there was some uncertainty about how 
much of the appendages was taken away. Presumably the opera- 
tion was performed for chronic inflammatory changes. Gordon 
himself removed both ovaries and tubes in March, 1894, from a 
woman over thirty subject to chronic pelvic inflammation. So far 
as he knew, there were no fragments of ovarian tissue left. In June, 
1895, the patient became pregnant. She was delivered of a healthy 
child in March, 1896. In the first case where Chadwick had 
operated menstruation had been irregular between the operation 
and the pregnancy. After the latter it became regular. In the 
second case menstruation began within three months of Gordon’s 
operation, and continued regular till the pregnancy. Gordon’s cases 
were read with Stansbury Sutton’s at the same meeting of the 
American Gynecological Society, May, 1896. Both are to be found 
reported, with the discussion, in two American journals, but a 
different order is followed in the two reports. 

Both in the case where Gordon alone operated and in that which 
he records on imperfect evidence, the ovaries were removed for in- 
flammatory disease. Under such circumstances it is not easy to 
get away all ovarian tissue, as the ovaries are smail and the ovarian 
ligaments short.* In operating for a cyst those ligaments are 
elongated, so that complete removal is easier, unless, as in my own 
case, the tumour be sessile. 

In all the cases, except that recorded by Schatz, the tube was 
included in the ligature and divided, and its stump must have 
recovered its functions afterwards. 

Schatz deliberately left the tube and a piece of ovarian tissue on 
one side. In my case I without doubt enucleated the cyst entire, 
but there must have been some detached tissue containing follicles 
in the ovarian ligament, a condition which I have observed.+ As 
for the tube, I enucleated the base of the tumour from the posterior 
layer of the mesosalpinx, and apparently missed the tube altogether, 
hence the notes which I quote above. I tied the ovarian artery, and 


* When the pedicle is short, the operator rightly dreads slipping of the 
ligature, and so is apt to make it too long and leave a piece of ovary behind. This 
often happened when odphorectomy for the relief of uterine fibroid disease was 
popular. 

+ ‘There is no authentic instance on record of a third ovary’ (Bland-Sutton : 
‘ Surgical Diseases of the Ovaries,’ etc., second edition, p. 416). Schultz-Schultzen- 
stein’s case is doubtful (see Zvans. Obstet. Soc., vol. xli., p. 198: footnote in my 
paper ‘ Fibroma of the Broad Ligament weighing 444 Pounds’). 
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then must have transfixed the posterior layer of the mesosalpinx 
alone; thus the tube was not included in the ligature. 

Had I transfixed the entire broad ligament—that is to say, the 
two layers of the mesosalpinx—the tube must necessarily have been 
included. It would also have been divided, and I would have found 
it in the part of the capsule removed with the tumour. I did not 
find it, hence my notes copied above. 

On the other hand, supposing that the tube had been ligatured 
and divided, it might yet have resumed its functions. Such must 
have occurred in Stansbury Sutton’s and in Gordon’s cases. This 
possibility must be considered, since I cannot feel sure that I might 
not, after all, have included the tube in the ligature, divided it with 
the rest of the capsule, and failed to recognise its distal end after- 
wards. When a capsule has to be torn freely, the outer part of 
the tube is not always easy to distinguish; it may be torn or cut off 
separately and taken for a fibrous band, etc. The separation of 
numerous adhesions which extended posteriorly to the base of the 
cyst, as stated in the above account of the operation, confused the 
relations of the cyst, so the tube might easily have been torn away 
and its end included as a mere shred in the ligature. Altogether I 
suspect that I did not include the tube in the ligature, and did not 
tear any part of it away. Still, I might have done so, and in the 
other cases the tube was certainly ligatured. 

The ligature of the Fallopian tubes was till recently considered 
sufficient to insure sterility. Mr. Bland-Sutton, when performing a 
Cesarean section in March, 1892, ‘took the opportunity of sterilizing 
the patient by tying each Fallopian tube near the uterus by a single 
piece of silk. Tying in two places and dividing between the ligatures 
is unnecessary, as one ligature will obliterate the lumen of this soft 
duct.’ * 

Further experience has proved that one ligature will not per- 
manently obliterate the lumen of the Fallopian tube. Dr. Horrockst 
recently ‘ mentioned a case in which the patient had been sterilized 
after Caesarean section by ligaturing the Fallopian tubes. In spite 
of this she became pregnant again, and the uterus ruptured along the 
line of incision when near full term, and the child and a portion of 
the placenta escaped into the abdomen. Dr. Galabin removed the 


* Discussion on Cesarean section, Zrams. Obstet. Soc., vol. xxxiv., 1892, 
p- 139. For Dr. Champneys’ method of tying a loop of tube and excising it, see 
zbid., p. 140. See also Kehrer: ‘ De la Stérilité Tubaire.’ /Odstétrigue, March, 
1902, p. 139, abstract. I have not been able to obtain the original. 

t+ Lbid., vol. xlii., 1900, p. 243. 
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uterus, and the specimen is now in the Guy’s Museum. The patient 
recovered. The ligature on one side had cut through the tube, and 
the severed ends lay about } inch apart. On the other side the tube 
and ligature looked as if the tying had only just been done, and on 
experimenting it was impossible to force a coloured liquid through 
the tube. Still, it was thought that in all probability the ovum 
which had become impregnated had got past the constriction pro- 
duced by the ligature and so entered the uterus.’ 

Dr. Horrocks informs me that the Cesarean section was in this 
case performed by Dr. J. Shaw, and reported in the Transactions of 
the Obstetrical Society, vol. xxxiv., 1892, p. 98. Silkworm-gut was 
used for tying the tubes (ibid., p. 101). About two years later she 
was brought into Guy’s Hospital in a state of collapse, and hyster- 
ectomy was performed, as noted above. 

I have heard that in another case where a single ligature was 
applied to each tube to sterilize a woman with a narrow pelvis, 
pregnancy occurred within a few years. Thus, it is easy to under- 
stand how the stump of the tube resumed its functions in Stansbury 


Sutton’s and Gordon’s cases, and in mine also if I really tied it. | 


Either the ligature loosens or else it ulcerates through the tube, 
which heals behind it without complete stricture of its canal. 

In conclusion, pregnancy certainly occurred in my case after the 
complete extirpation of two cystic adenomatous tumours of the ovary 
proper. There must have been ovarian tissue remaining in the right 
ovarian ligament, whilst the tube was either left intact, as explained 
above, or, if divided after inclusion in the ligature, the stump 
resumed its functions. 


ADDENDUM. 


Since reading the above communication, I find that I have over- 
looked some published cases. I therefore add a few short notes 
briefly recording their principal features : 

J. ANDERSON ROBERTSON: ‘ Renewal of Menstruation and Sub- 
sequent Pregnancy after Removal of Both Ovaries’ (Brit. Med. Journ., 
vol. ii., 1890, p. 722).—Patient aged twenty-three. Both ovaries 
removed on January 26, 1889, for chronic inflammatory changes; no 
note about tubes. Patient married in June, ceased menstruating on 
October 25, and was delivered with the aid of forceps on August 13, 
1890. Dr. Robertson believed that possibly a small portion of healthy 
ovarian tissue extended up to or beyond the hilum of the right ovary. 
Most probably a piece of ovarian tissue was left on the distal end of 


10 Journal of Obstetrics and Gynecology 


the ovarian ligament, which is very short when there is no true new 
growth in the ovary, as I have explained above. 

KossMANN (Amer. Journ. of Obstet., vol. xli., p. 839).—Another 
case of odphorectomy for chronic inflammatory disease of the appen- 
dages. The tubes were not removed. Patient became pregnant about 
a year and a half later, and was delivered spontaneously of a living 
child. Afterwards she again became pregnant. 

M. M. Morris, Boston, U.S.A.: ‘ Pregnancy following Removal 
of Both Ovaries and Tubes’ (Boston Med. and Surg. Journ., vol. cxliv., 
1go1, p. 86).—Another odphorectomy for inflamed ovaries. In July, 
1898, ‘the ovaries and tubes were tied off with silk quite close to the 
uterus and removed.’ The right ovary contained a cyst as large as 
a hen’s egg, and the left a haematoma nearly as large as the cyst. 
Menstruation returned ; then the patient became pregnant, and was 
delivered of a live child on September 12, 1899. The child died 
within three weeks, and menstruation returned. 

J. E. ENGELMANN (M. M. Morris, loc. cit.).—‘ Pregnancy followed 
a double ovariotomy in which the right tube was left intact. A 
microscopic examination made of the specimen later showed that 
some ovarian tissue had been left.’ This statement explains the 
pregnancy. I regret that I have not been able to obtain a copy of 
the original report in the Transactions of the Southern Surgical and 
Gynecological Association, September, 1899. It will be interesting 
to ascertain whether the pedicle on each side was long, consequently 
bearing an elongated ovarian ligament, or whether the cyst on one 
side burrowed in the broad ligament and came in close contact with 
the uterus, as in my case. 

M. M. Morris mentions in his paper a case of ‘ pregnancy after 
ovariotomy,’ reported by C. F. HARDING (Lancet, vol. i., 1880, p. 193). 
But on referring to the original report under the ‘ Notes, Short Com- 
ments,’ etc., in that journal, I find that it was a case of the removal 
of one large tumour by Walker of Peterborough, followed by preg- 
nancy directly after convalescence and labour at term. Morris’s 
quotation is, therefore, somewhat misleading, as it is placed between 
notes of Robertson’s and Palmer Dudley’s cases: ‘C. F. Harding 
reports a pregnancy after ovariotomy.’ Nothing more is said, so 


that the reader might naturally conclude that the ovariotomy was 
double. 
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PRIMARY OVARIAN GESTATION.* 


By A. W. MAYO ROBSON, F.R.C.S., 


Senior Surgeon to the General Infirmary at Leeds; Emeritus Professor of Surgery 
in the Yorkshire College of the Victoria University ; Member of Council 
of Royal College of Surgeons of England. 


WHEN I vacated the chair of the British Gynecological Society in 
February, 1898, I reported a series of 23 cases of ectopic gestation 
on which I had operated, 22 having recovered completely. One of 
these, operated on in 1892, I thought might have been an ovarian 
pregnancy, and in the light of recent events I have little doubt that 
it really was one; but the specimen having been sent to a pathological 
laboratory for further examination and report, was unfortunately lost 
by the porter, hence it was and is impossible to prove it. 

I have operated on about 50 cases of extra-uterine gestation, and 
the specimen I am showing is the only one of the series in which I 
have been able to prove primary ovarian gestation. 

Doubtless many of the cases described previously as ovarian 
pregnancy have been of that nature, but this is apparently only the 
fourth case in which absolute proof has been furnished by showing 
an early embryo in its membranes, and contained in a sac in the 
ovary. 

The other cases are those of Dr. E. O. Croft, published in the 
Lancet of June 24, 1899, and reported on in the Obstetrical Society’s 
Transactions, vol. xlii., p. 316, and vol. xliii., p. 24; Dr. Catherine 
van Tussenbroek’s, described in the Annales de Gynecologic, Decem- 
ber, 1899; and Messrs. Anning and Littlewood’s case, described in 
the Obstetrical Society’s Transactions, vol. xliii., Ig0I. 

It is a curious coincidence that three out of the four undoubted 
specimens of primary ovarian pregnancy should come from Leeds. 

For the following notes I have to thank my house surgeon, Dr. 
J. C. Forsyth: 

Martha C., aged twenty-four, was admitted to the Leeds General 
Infirmary on April 11, 1902, in a state of profound collapse. 

History.—She stated that on the previous night, six weeks after 
her last menstrual period, and a fortnight after missing her menses, 
she was seized with sudden pain in the right side while engaged in 
‘black-leading’ a grate. She became very faint and pallid, and soon 
vomited. She was put to bed, but the pain continued during the 


* Read before the Obstetrical Society of London, June 14, 1902. 
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night and was much worse next morning. The pallor also increased. 
She was seen by her doctor (Dr. H. Towers), who diagnosed extra- 
uterine gestation, and advised her removal to the infirmary. She 
said she was a married woman, but had never had any children, and 
her husband had been abroad for some months. On admission the 
patient was very pale indeed. Temperature, 98°; pulse, 130; respir- 
ations, 48. She complained of pain on the right of the abdomen, 
which was distended, and did not move on respiration. It was very 
tense and tender, rendering palpation difficult, but a fluid thrill 
could be obtained on flicking with the finger. No tumour could 
be felt. 

Examined per vaginam, the uterus was found to be fixed, and 
Douglas’s pouch was prominent. There was no history of bloody 
discharge from the vagina. 

A diagnosis of ruptured extra-uterine gestation was confirmed, and 
immediate operation advised. 

The patient was wrapped in warm blankets and taken to the 
theatre, where she was put on a heated operating table and anes- 
thetized with ether. The skin of the abdomen was then quickly 
washed and purified, and a vertical incision made above the pubes. 
When the peritoneum was opened there was a sudden gush of blood 
and clot. The right appendage was at once seized and clamped as 
bleeding was going on, but before it could be brought to the surface 
it was necessary to detach the Fallopian tube, which was firmly 
adherent to the bottom of Douglas’s pouch, the ovary projecting 
above the tube, to which it was not adherent in any way. On the 
top of the ovary there was a firm mass, surrounded by clot, and on 
lifting this from the ovary a cavity was found in the ovary itself, into 
which the small ovum would easily fit. The left ovary and tube 
were examined and found to be healthy. The mesometrium was 
then transfixed, and the tube and ovary removed after ligature. The 
abdomen was then cleared of clots and washed out with saline 
solution. A glass tube was inserted into the pelvis, and the wound 
closed around it in the usual way. During the operation the patient 
was infused to 43 pints with saline solution, and had 10 minims of 
liq. strychnine and 30 minims of spirit of camphor administered 
hypodermically. Patient made a rapid recovery from the operation. 
The glass drainage-tube was taken out at the end of thirty-six hours, 
and the stitches were removed on the eighth day, the wound having 
healed by first intention. At the end of three weeks she was sent to 
the Ida Convalescent Hospital. The day after operation a blood 
count showed only half the normal number of red corpuscles and five 
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times the normal number of leucocytes. This is interesting as 
showing the great loss of blood before operation. The parts removed 
at the time of operation were examined under water. The tube was 
not dilated. Two translucent cysts were attached at the fimbriated 
end. The fimbriz could be distinctly seen. The ovary was seen 


FIG. 1. FIG. 2. 


FIG. 1.—OVARY WITH OVUM AND CLOT, AS DISCOVERED AT TIME OF 
OPERATION. 
FIG. 2.—CLOT CONTAINING OVUM, REMOVED FROM THE TOP OF THE 
OVARY. 
FIG. 3.— FALLOPIAN TUBE WITH SMALL CYSTS ATTACHED. 
FIG. 4—OVARY WITH CAVITY THAT LODGED THE OVUM. 


to have a rupture into what appeared to be a small sac. The 
small ovum was found in the mass of clot taken from the top of 
the ovary. On immersing it in water the chorionic villi were 
distinctly seen. 

For the following description of the specimen, which is in the 
Royal College of Surgeons’ Museum, I have to thank Mr. S. G. 
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Shattock : ‘ The parts removed showed an ovarian pregnancy. They 


‘comprise the fimbriated end of the right Fallopian tube, the ovary, 


and the ovum partly surrounded by and embedded in recent blood- 
clot. Connected with the fimbriated extremity of the tube are two 
small pedunculated cysts, the larger about half an inch in diameter. 
The ostium is crossed by a thin membranous band of adhesion, 
beneath which a black bristle has been passed. The tube was firmly 
adherent to the bottom of Douglas’s pouch, and quite free of the 
ovary, the highest part of which projected above its level. At the 
inner pole of the ovary is a partly-collapsed cavity, about three 
quarters of an inch in diameter. This cavity is widely open through 
a sharply-defined semicircular rent of recent origin; in the thin 
summit of the lid-like portion there is a second narrow, less regular 
slit, half an inch in length. Over the cavity in the ovary lies the 
lens-like recent clot, which is mounted separately in the preparation. 
The clot is about an inch and a quarter in diameter, and of concavo- 
convex form ; in its concavity, partly embedded in it and partly free, 
there lies a villous chorional sac. The sac has been opened in the 
right half of the clot, and the membranes everted ; connected with 
the everted membranes there is displayed a minute embryo, about 
four millimetres in length.’ 

It is worthy of note that in two of the Leeds cases intra-peritoneal 
hemorrhage had been excessive. In my own case the abdomen was 
so filled with blood that very little was apparently left in the vessels. 
Intravenous saline injections became necessary while the operation 
was being carried out on the abdomen. 

From the position of the right tube, the fimbriated extremity of 
which was firmly fixed to the bottom of the pouch of Douglas, 
leaving the ovary free above it, I suspect that the spermatozoa must 
have reached the right ovary through the healthy left tube. 

The absolute proof of primary ovarian pregnancy by this and the 
other three cases referred to raises the suspicion that some of the 
blood-cysts or hematomas not infrequently found in ovaries may be 
due to the impregnation of an ovum within the ovary. In order to 
settle the question it is important that all such cases when discovered 
should be carefully examined microscopically without delay in order 
to gain evidence of impregnation, although in some of the cases, 
owing to the early death of the embryo, the subsequent changes will 
make identification difficult, and perhaps impossible. 
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ON THE OCCURRENCE OF EGG-LIKE CELLS 
IN SOLID OVARIAN TUMOURS. 


By W. E. FOTHERGILL, M.A. B.Sc., M.D., 


Assistant Lecturer on Obstetrics, the Owens College; Assistant Physician, Clinical 
Hospital for Women ; Director, Clinical Laboratory, Royal Infirmary, 
Manchester. 


IN a recent paper by Dr. Hans Schréder,! the author remarks that, 
in spite of the attention which has been devoted to the structure of 
ovarian tumours, examples occasionally come under observation 
which do not fall into place in any of the elaborate schemes of 
classification which recent text-books contain. Such cases are so 
rare that their practical importance is doubtless very small. They 
are, however, of considerable pathological interest. In the paper 
mentioned, Schréder describes a case in which numerous structures 
resembling rudimentary Graafian follicles were observed within the 
alveoli of an ovarian carcinoma. Gottschalk has described a similar 
example under the name folliculoma malignum ovarit ; von Kahlden 
uses the term adenoma folliculi Graafiani, and Mengershausen 
adeno-carcinoma folliculare ovarii, in naming almost parallel cases. 
In spite of slight differences, Schréder considers that these cases, with 
his own, form 2 group of new growths having the same origin, and 
distinguished by the power of producing follicle-like structures. The 
name ‘ folliculoma’ he thinks applicable to all of them. 

A few specimens have been described which resemble those just 
referred to, in that they are ovarian carcinomata or malignant fibro- 
adenomata, whose epithelial elements are derived from the germinal 
epithelium. They differ, however, from the so-called folliculoma 
in that they contain, not follicle-like structures, but single cells, 
which bear a close resemblance to egg cells. The object of the 
present communication is to describe two cases of the latter variety. 
Similar examples have already been placed on record by Gebhard, 
Acconci, Emanuel and Orthmann. That of the latter author some- 
what closely resembles our own. Orthmann terms it a fibroma 
papiilare suberfictale carcinomatosum ovariit. The patient from whom 
it was removed was a 7-para, forty-three years of age, who com- 
plained of pain with irregular uterine hemorrhage. The right 
ovary was enlarged, and was removed by anterior colpotomy, 
together with the tube. In the ovary was a large follicle-hamatoma, 
several smaller follicles and some corpora albicantia. On the under 
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surface of the ovary, near the hilum, was a hard tumour the size of 
a hazel-nut, with a broad base. At first sight this appeared to be 
a superficial fibroma. On section, however, small cyst-like spaces 
were seen within a white fibrous stroma. Microscopic examination 
showed the stroma to consist of firm fibrous tissue not very rich in 
cells, in which there were embedded numerous masses of epithelial 
cells varying greatly in size. Within some of these alveoli, and 
generally centrally placed, there were cavities varying in size, 
partly filled with fibrinous masses, but also containing one or more 
vesicular egg-like cells. Round the margins of these little cavities 
the epithelial cells were radially arranged, and approached in nature 
to cylindrical epithelium. In the surface of the ovary, near the base 
of the tumour, similar microscopic appearances were found. 

At the January meeting of the North of England Obstetrical and 
Gynecological Society the specimen now described was exhibited 
by Dr. Donald and the present writer. 

Mrs. W., an unmarried woman, aged fifty-seven, was admitted to 
the Manchester Royal Infirmary, complaining of backache and pro- 
gressive loss of flesh. The abdomen contained some ascitic fluid. 
A smooth and not very sensitive tumour could be felt in the hypo- 
gastric region. The uterus was very slightly mobile, the cervix being 
found high up behind the pubic symphysis. The pelvis was fully 
occupied by a solid tumour which pressed upon the rectum, so as 
to cause obstructive symptoms. The abdomen was opened by 
Dr. Donald, and the growth was found to be incarcerated in the 
pelvis, and also fixed by adhesions. It was removed with much 
difficulty, and proved to be a solid tumour of the right ovary, rather 
larger than a foetal head. It was irregular in form, its surface being 
formed of bosses varying in size. Of firm consistence, the appearance 
on section was almost that of a fibroma. The cut surface, however, 
was rather more granular and softer to the finger than that of 
unmixed fibrous tissue. 

Portions of the growth were hardened in 4 per cent. formaldehyde 
solution, and sections made by a paraffin method were stained with 
hemalum and eosin. The stroma of the tumour was then seen to 
consist of fibrous tissue, firm in character though rich in cellular 
elements. This tissue formed a network whose meshes were filled 
with masses of epithelial cells. The masses varied greatly in size, 
and were rounded, oval or elongated in shape. In many of them the 
outermost layer of cells approached the cylindrical in type, and were 
radially placed on a sort of basement membrane. The inner cells 
were rounded or polygonal in form, with large clearly staining 
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vesicular nuclei. The above description suffices for most of the 
sections cut; but in certain portions of the growth large egg-like 
cells were observed lying within the masses of epithelial cells. In 
some sections these were quite numerous; in others they were rare. 
They occurred singly as a rule; but several epithelial masses con- 
tained two, and some contained three of the egg-like cells. The posi- 
tion of these was usually central; some, however, were peripherally 
placed, and were in contact with the fibrous stroma. Many appeared 
simply as discs of granular protoplasm; but the examination of 
sections in series showed that most of the egg-like cells contained 


Fic. 1.—CARCINOMA OF OVARY, WITH EGG-LIKE CELLS—CASE 1 
(ZEISS, D., OCT. 12). 


large nuclei, in which nucleolus and endo-nucleolus could frequently | 
be observed. 

Figs. 1 and 2 are untouched micro-photographs by Dr. Orr, 
pathologist to the Prestwich Asylum, of the sections made by 
Dr. Melland, my colleague in the Clinical Laboratory of the 
Manchester Royal Infirmary. Fig. 1 shows a mass of epithelial 
cells surrounded by fibrous stroma, as seen with a Zeiss objec- 
tive D ocular 2. Two egg-like cells lie amongst the epithelial cells. 
Fig. 2 shows a smaller epithelial mass much more highly magnified. 
A single huge egg-like cell lies peripherally in the mass, with epithelial 
cells on one side and stroma on the other. 

Copies of these photographs were submitted to Dr. Orthmann of 
Berlin, who writes that the tumour appears to be a carcinoma ovarii, 
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marked by the formation of egg-like cells, and having a close resem- 
blance to the specimen described by himself. Whether the growth 
is derived direct from Graafian follicles or from the surface epithelium 
of the ovary could not, he remarks, be determined by the examination 
of the photographs alone. Other sections, however, would appear to 
show that the surface epithelium is not involved. 

Sections were submitted to Dr. Schréder of Bonn, who writes 
that he considers the tumour to be a fibro-adeno-carcinoma, its 
epithelial elements derived from the membrana granulosa of the 
primordial or rudimentary follicles. The large cells he considers 
to be ‘ rest’ egg cells which are undergoing degenerative changes. 


Fic. 2—CARCINOMA OF OVARY, WITH EGG-LIKE CELLS—CASE I. 


When the above case had been investigated, it occurred to the 
writer to search for similar examples in Professor Sinclair’s collec- 
tion. On going through the specimens in the Obstetric Department 
of the Owens College, eight solid ovarian tumours were found which 
appeared to the naked eye to be fibromata. These were subjected to 
fresh microscopic examination, and amongst them was found the 
one next described. It was removed by Professor Sinclair from a 
patient, Mrs. M., who was admitted to the Cancer Hospital, Man- 
chester, in the year 1896. Vaginal hysterectomy was performed, 
and it was then found that the tumour was attached to the right 
broad ligament in a manner that rendered its removal by the vagina 
impossible. The abdomen was therefore opened, and the operation 
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was completed without further difficulty. The specimen, shrunken 
after six years in spirit, is now the size of a large fist. When removed 
its weight was 16 ounces. Its form was irregular, its surface being 
raised into numerous bosses. In general consistence it was hard, 
but in several places it felt softer just under the surface. The tube 
was stretched over the growth, and its fimbriated extremity could 
be easily recognised. On section a thick whitish fluid containing 
flakes of coagulated lymph exuded from the cut surface, which con- 
sisted of fibrous tissue with innumerable small spaces or cavities, the 
majority of which were about the size of a pin’s head. There were 


Fic. 3.—CARCINOMA OF OVARY, WHICH CONTAINED EGG-LIKE CELLS 
—CASE 2. 
some larger cavities which contained thick whitish fluid. Fig. 3 is 
a photograph of this specimen. 

The sections recently made by a paraffin method were stained 
with hemalum and eosin. The stroma consisted of firm fibrous 
tissue not rich in cells. Embedded in this were masses of epithelial 
cells mostly large in size and rounded in form. The peripheral layer 
of cells was cylindrical in type, the inner cells being rounded or 
polygonal. In many of the cell masses marked degenerative changes 
were seen ; indeed, many of the spaces in the stroma were empty, 
while others contained merely necrotic débris. In some of the 
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smaller masses large egg-like cells were seen, these also being in 
a clearly degenerated state. 

This specimen was apparently more advanced in life at the time 
of its removal than was Dr. Donald’s; that is to say, degenerative 
changes had progressed considerably in the epithelial elements of 
the growth. Otherwise the two specimens are practically identical. 
From the fact that these two cases have come under the writer’s 
notice at the same time, it may, perhaps, be inferred that the occur- 
rence of egg-like cells in solid ovarian tumours is not so rare as 
might be imagined. 

As to the origin of these cells, two views appear to be tenable. 
They may be true egg cells—rests, as suggested by Dr. Schréder; or 
else they may be ordinary cells of the membrana granulosa, which 
have enlarged and grown to the semblance of egg cells under the 
same stimulus which has caused the pathological overgrowth of the 
rudimentary follicles. The fact that two and three of the large cells 
were visible in many of the epithelial masses points to the conclusion 
that the latter view is correct, as one would not expect to find 
repeatedly more than one true egg in each follicle. 

The main interest of these cases, as of those above mentioned 
under the name of ‘ folliculoma,’ lies in the illustration they afford of 
the tenacity with which the germinal epithelium attempts to main- 
tain its function. At an early stage of embryonic life every cell of 
the germ-epithelium is doubtless a potential egg. Later we are 
accustomed to regard certain cells as set apart for this destiny, the 
remainder forming the covering of the ovary and the linings of the 
Graafian follicles. It would, however, appear that in women long 
past the menopause, whose ovaries are the seat of malignant new 
growths, the structures derived from germ-epithelium still retain the 
tendency and the power to form rudimentary follicles and cells which, 
seen apart from their surroundings, would certainly pass for true 
ova. 
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FRITSCH’S FUNDAL INCISION IN 
CONSERVATIVE CAESAREAN SECTION, WITH 
ILLUSTRATIVE CASES. 


By J. M. MUNRO KERR, M.B., C.M., F.F.P.S. (Gras.). 


Obstetric Physician, Maternity Hospital; Assistant to Regius Professor of Midwifery 
and Gynzcology, Glasgow University ; Dispensary Physician for Diseases of 
Women, Western Infirmary. 


In connection with the operation of Cesarean section there are at 
the present moment three important questions swb judice. These are: 
(1) The conservative section versus Porro’s or intraperitoneal hys- 
terectomy; (2) the sterilization of the patient if the conservative 
operation is chosen; and (3) the direction of the uterine incision. 

My views regarding the first two questions I have given 
elsewhere. I believe the conservative operation is safer and should 
be chosen, except in septic cases where the patients have been 
handled before admission to hospital, and in certain tumours of the 
uterus. I also think a strong, healthy woman should not be 
sterilized. To justify that opinion one requires only to mention the 
good results obtained by Spencer! and others in cases where the 
operation has been repeatedly performed on the same patient. In 
the only case where I have seen the operation performed twice on 
the same patient, the previous uterine wound had healed so satis- 
factorily that the cicatrix could not even be distinguished. 

It is not my purpose in this paper, however, to consider these two 
questions. My desire is to discuss a uterine incision which has 
recently been very extensively employed and very strongly recom- 
mended by certain obstetricians in Germany. : 

In recent years various incisions of the uterus have been 
recommended as alternatives to the ordinary anterior longitudinal 
one so generally employed. These have been very numerous. 
Thus, Caruso and Miiller have suggested a sagittal fundal incision, 
Kehrer a low transverse incision, Johannowsky a posterior longitu- 
dinal one, and Cohnheim a posterior longitudinal incision with 
drainage through Douglas’s pouch into the vagina. Miiller’s or 
Caruso’s incision—for some give the one, some the other, the 
priority—has its strongest advocate in Morisani,2 who recently 
reported ten cases in which he had employed it, and some forty 
which he had collected from obstetrical literature. 

Of much greater notoriety than the latter, however, is the 
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transverse fundal incision, which was first recommended by Fritsch* 
in 1897. It was suggested to him by seeing with what ease a child 
was extracted from the gravid uterus on the post-mortem table. 

Since Fritsch’s publication the subject has attracted a great 
deal of interest in Germany, and most contradictory opinions have 
been expressed regarding its value and usefulness. It has, however, 
never been considered by obstetricians in this country. Indeed, 
with the exception of a most interesting summary by Kynoch,‘ and 
a passing and unfavourable reference to it by Sinclair,> I know of no 
British obstetrician who has considered it in writing. In America 
the position is practically the same. Boyd® is the only one I can 
find who has employed the incision. In French literature there are 
no important references to it, and I am not aware that it has been 
at all extensively employed by any operators in that country. 

It may be said, then, that the interest in the incision is confined 
almost entirely to Germany. As, however, it has aroused so much 
interest there, it appears to me desirable that the subject should be 
considered by obstetricians in other countries. The present seems 
to be peculiarly opportune for doing so, for time has been given to 
consider it dispassionately, and experience regarding its usefulness 
has been obtained. 

To test the value of Fritsch’s incision I employed it in three 
cases on which I recently operated. I purpose briefly describing 
them, and afterwards considering in detail the whole subject of the 
incision. 

Case 1.—M.M., twenty-three, primipara, was admitted to the Maternity 
Hospital under my care on October 27, 1g01. Labour had just com- 
menced. There were regular uterine contractions and slight dilatation of 
the cervix. From the size of the abdomen I did not think she had 
reached ‘ full term,’ but she insisted, on repeated questionings, that she 


had. She was markedly rachitic. The pelvis was deformed in all its 
diameters, the diagonal conjugate measuring only 3} inches. The child 
was alive. 

The operation of Cesarean section was performed after the usual 
preparations of the patient and operating-room had been completed. 

The abdomen was opened with a longitudinal incision, two-thirds of 
which was above the umbilicus. The uterus was opened with a trans- 
verse fundal incision, without previously turning the organ out. There 
was very little bleeding from the uterine wound, and the child was easily 
extracted. It was alive and weighed 4 pounds. The placenta, which 
was situated on the posterior wall, was adherent; so that it and the 
membranes had to be removed by the hand. The stitching of the uterus 
was carried out in the usual way. Catgut was used. This part of the 
operation was carried out more comfortably than in those cases where the 
longitudinal incision was employed. 

The recovery of the patient was uninterrupted. There was con- 
siderable shock after the operation. During the first two days there 

-was also quickness of the pulse. The temperature was never above 
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normal. On the fourth, fifth, and sixth days of the puerperium there 
was slight foetor of the lochia, which disappeared, however, after 
douching. The wound healed by first intention. The stitches were 
removed on the fourteenth day, and the patient left the hospital on the 
thirty-fourth day after the operation. Before she left I examined the 
uterus bimanually. It was attached firmly to the abdominal wall, and 
reached above the symphysis pubis to a height of 3 inches. 


Note on Case.—Undoubtedly ‘full term’ had not been reached in 
this case when labour came on. As the true conjugate, however, 
was only 2} inches, the only alternative was to perform craniotomy 
ona living child. 


Case 2.—Mrs. M., iii-para, was admitted to the Maternity Hospital 
under my care on October 28, 1901. In both the previous labours the 
children were extracted with difficulty, and were dead. On the last 
occasion craniotomy had to be performed. The pelvis was of the flat 
rachitic type. The diagonal conjugate measured 3} inches. There 
seemed to be little, if any, diminution of the transverse diameter. She 
was not in labour when admitted, but it came on twelve hours afterwards. 

My first intention was to perform symphysiotomy, and so I allowed 
labour to go on until the os was fully dilated. I then put her deeply 
under the influence of chloroform, with a view of finally deciding and 
proceeding with the operation chosen. On examining her, however, and 
testing the relative size of the head to the pelvis, I found that there would 
probably be difficulty in extracting the child and great separation of 
the pubic bones if symphysiotomy were performed. I therefore chose 
Cesarean section. 

The operation was carried out as in the previous case, except that the 
uterus was turned out before being opened into. I came right down on 
the middle of the placenta with my incision, so that I had to remove it 
before extracting the child. The child was very easily extracted. It 
weighed 8 pounds. There was very little bleeding, and the stitching of 
uterus was easily performed. 

The patient had a good deal of sickness and retching during the first 
three days of the puerperium; otherwise there were no unfavourable 
symptoms. The temperature was never above normal, and the pulse 
after the first three days was not accelerated. 

The wound healed by first intention, the stitches being taken out on 
the fourteenth day. She left the hospital on the thirty-second day after 
the operation. I examined the uterus bimanually before she left, and 
found it attached firmly to the abdominal wall to the right, and about 
4 inches above the symphysis pubis. 

CasE 3.—Mrs. N., twenty-five, primipara, was admitted to the 
Maternity Hospital under my care on January 15, 1902. She had been 
sent to see me some months previously by Dr. Finlay, of Dennistoun, 
because of the extreme degree of pelvic deformity existing. We both 
made out the diagonal conjugate to be only 2} inches. Caesarean section 
was decided upon at that time, and she was advised to come into hospital 
a few days before labour was expected. Labour came on twenty-four 
hours after admission. 

The operation was performed when the os was well dilated. The 
uterus was turned out before being opened into. The incision was as in 
the two previous cases. With the incision I came right down on the 
upper margin of the placenta, which was situated on the anterior uterine 
wall. The child was easily extracted, but was asphyxiated. It soon 
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recovered, however. The membranes were very adherent, and had to be 
stripped off in pieces with the fingers. 


The puerperium was uneventful, and the patient made an excellent 
recovery. The stitches were removed on the fourteenth day, when the 
wound was found absolutely healed and dry. When she left hospital I 
examined her bimanually, and found the uterus firmly adherent to the 
abdominal wall about 4 inches above the symphysis pubis. 


Note on Case.—I was not nearly so pleased with the incision in 
this as in the two previous cases. The bleeding was very con- 
siderable, and the stitching was complicated by the unequal thickness 
of the two sides of the wound. The side on which the placenta had 


been attached was at least one-third of an inch thinner. 


The advantages claimed by Fritsch? and those who advocate the 
fundal incision are the following: (a) The abdomen is opened into 
higher up, and so there is less risk of subsequent hernia; (b) by 
pulling the fundus well forward the escape of blood and liquor amnii 
into the abdominal cavity can be better prevented; (c) the child can 
be more easily extracted ; (d) the placenta is less frequently cut down 
upon ; (¢) there is less bleeding ; (f) there is greater diminution of 
the wound, and less stitching is required. I purpose discussing each 
of these claims. 

(a) The abdomen is opened into higher up, and so there is less risk of 
subsequent hernia. The claim that the abdomen is opened into higher 
up with this incision must be admitted. In my three cases two- 
thirds of the incision was above the umbilicus, while in the six where 
I employed the longitudinal uterine incision the greater part was 
below. Admitting the fact, is Fritsch’s deduction that ventral 
hernia will be less frequent correct? So far there is no evidence 
available. Personally I think it extremely probable. I have seen 
several cases of ventral hernia after conservative Czsarean section— 
not, of course, in my own cases, because they have only been operated 
upon during the last eighteen months, and have not had time to 
develop a hernia. As far as my recollection goes, it has always been 
the lower part of the wound which has given. There is undoubtedly 
a great strain upon that part. Cameron’ has repeatedly pointed out 
that the pelvic and spinal deformities favour the occurrence of ventral 
hernia, and that it is much commoner after this operation than any 
other abdominal section. 

I take it, then, that it is an advantage to open the abdomen as 
high up as possible. This, however, in no way ties one down to the 


transverse fundal incision, for one can employ just as well the high 
longitudinal one. 


Munro Kerr: Fritsch’s Fundal Incision 25 


The following factors appear to me to influence the firmness of 
the abdominal wound——viz., the size of the wound, its position, the 
manner in which it has been stitched, the manner in which it has 
healed, and the time the patient has remained in bed. The effect 
of the size I will refer to again. As regards position, I would repeat, 
‘the higher it is the better. The time in bed should be from three 
to four weeks certainly, and the patient should lie flat on her back. 
As regards stitching, it is undoubtedly better to do so in layers. As 
regards manner of healing, the freer it is kept from any infection 
the better. 

(b) By pulling the fundus well forward through the abdominal wound, 
the escape of blood and liquor amnit into the abdominal cavity can be better 
prevented. I have tried both ways of operating, packing swabs round 
the uterus and opening it without turning it out, and opening it after 
turning it out. Undoubtedly, the latter method results in less soiling 
of the peritoneum, and it is more surgical. I must admit, however, 
that, although I have frequently seen liquor amnii escape into the 
peritoneal cavity, as far as I have been able to judge no harm has 
resulted. That, however, cannot always be the case, for liquor amnii 
is sometimes not only non-sterile, but actually occasionally contains 
pyogenic micro-organisms. 

In the last two cases I turned the uterus out, and then tem- 
porarily closed the wound above with pressure forceps. That is the 
most surgical procedure, and the one most generally recommended. 
The Trendelenburg position, although so strongly recommended on 
the Continent, I have never employed in this operation. It is said 
to lessen still further the chance of liquor amnii getting into the 
peritoneal cavity. 

The two objections most generally urged against turning the 
uterus out before opening it are, that the abdominal wound requires 
to be made larger, and that there is great risk of infection and shock. 
That the former is true is quite certain, for 1 required to make the 
incision at least 13 inches longer. This increases the chance of 
hernia to a slight extent, it must be admitted. The other objec- 
tion, that the risks of infection and shock are greater, is not of 
much importance. It can be lessened by surrounding the uterus 
with a soft towel soaked in a warm saline solution. 

(c) The child can be more readily extracted. All operators of any 
experience have occasionally found difficulty in extracting the child. 
In the nine cases I have operated on, I have found difficulty only 
once, and in the fifteen to twenty cases where I have assisted 
Professor M. Cameron I have only twice seen the latter have any 
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difficulty. In one of his, and in mine, the difficulty arose from the 
uterus grasping the child so firmly, due to the fact that the mem- 
branes had ruptured some time before the operation was performed. 
The other case where Cameron’ had difficulty was most interesting, 
for the cause was so unusual. It was the retraction ring which 
became firmly applied round the neck of the child, and prevented 
the latter from being extracted. There is a similar case on record, 
and, curiously enough, it was where the transverse fundal incision 
had been employed. Steinthal* has reported it, and so firm was the 
grasp of the child that the latter could not be removed until a 
longitudinal incision through the ring had been made. 

In the three cases where I have employed the fundal incision I 
have been able to extract the child very easily. Over a low anterior 
longitudinal incision there is not the slightest doubt that the fundal 
incision of Fritsch has a distinct advantage as regards the extraction 
of the child, and especially if the membranes have ruptured and the 
uterus is in tonic contraction. That Fritsch’s incision possesses any 
advantages over a high anterior one, from the point of view of 
extraction of the child, is very doubtful. 

On reading over the reported cases where the fundal incision of 
Fritsch was employed, the only two cases, as far as I could find, 
where difficulty was found in removing the child, were the case of 
Steinthal,° already referred to, and a case reported by Hink,® where 
the presentation was ‘ transverse.’ 

(d) The placenta is less frequently cut down upon. To judge by-the 
older investigations of K. Schréder,!° Gusserow," and Ahlfeld,!2 one 
would expect that this contention of Fritsch would prove correct. 
It will be remembered that each of these three observers, many years 
ago and quite independently, found a fundal insertion of the placenta 
the exception, and Ahlfeld’ a central fundal insertion in none out 
of his 125 cases. The placenta they found most commonly on the 
anterior and posterior walls. That also has been our experience in 
cases operated upon in the Maternity Hospital. At first sight these 
results would appear to indicate, as I have said, that Fritsch’s con- 
tention is correct, and that with his fundal incision the placenta 
would be seldom met. I have no doubt, indeed, that his statement 
was based on the results of Gusserow, etc. In practice, however, 
although the placenta is situated on the anterior or posterior wall, 
a portion of it is frequently found to extend up to the fundus, and 
is cut down upon with a fundal incision. 

Let me give some figures. Taking my own first, I have found 
in nine cases the placenta situated directly over the fundus once, 


Munro Kerr: Fritsch’s Fundal Incision 27 


on the anterior wall thrice, and on the posterior wall five times. 
In the three cases where I employed the fundal incision, I came 
down in the middle of the placenta once, and on its margin once. 

Schroeder, an enthusiastic supporter of the fundal incision, 
admitted in the cases he reported (all were from Fritsch’s clinique), 
that the placenta was met in 35 per cent. Hiibl,!* an opponent of 
the incision, found from collected cases that the placenta has been 
met in 41 percent. V.Braun-Fernwald” came down on the placenta 
in 54 per cent. with a fundal incision, and in only 48 per cent. with 
a longitudinal incision. 

Taking it at the very best, therefore, the placenta is met when 
the fundal incision is employed in between 30 and 40 per cent. of 
cases, and when the anterior longitudinal incision is employed in 
about 40 per cent. With the fundal incision, therefore, the placenta 
is only slightly less frequently met. 

Schroeder® in this connection becomes a special pleader, for he 
claims that in many cases, as the margin only of the placenta was 
met, it was of little importance. Now, in the last case I operated on 
I was struck by the fact that it was a most unfavourable circum- 
stance when one met the margin of the placenta with one’s incision. 
In that case, when I came to stitch the uterine wound, I found I had 
two surfaces of unequal thickness to bring together. The side of 
the wound to which the placenta had been attached, for I came 
right down on the very edge of the placenta, was } inch thinner 
than the other. 

Meeting the placenta in one’s incision always slightly complicates 
the operation and increases the risk of infection. It has been 
suggested, therefore, by Olshausen*® and others that a choice of 
incision should be made according to the site of the placenta. 
Theoretically the idea is sound, but practically it would sometimes 
be impossible, because it would imply adopting an otherwise very 
unsuitable place for one’s incision. In addition, it must be re- 
membered that it is not always easy by palpating the uterus, even 
after the abdomen is open, to tell exactly where the placenta is 
situated. 

(ce) There is less bleeding. It is claimed that there is less bleed- 
ing because the placenta is less frequently met, but also because the 
incision runs parallel to the course of the vessels, and in consequence 
there are fewer vessels divided. Hiibl'* goes into this question very 
fully, and has examined a number of uteri incised in different direc- 
tions. He has come to the conclusion that there are just as many 
divided one way as another. 
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From a consideration of all the reported cases, one is left with 

the impression that there is a little less bleeding with the fundal 
incision. In the first two cases where I employed this incision I 
was greatly pleased, because there was so little bleeding, and because 
it was so easily controlled. In the last case, however, the bleeding 
was very profuse. 

Hiibl"* is quite right when he insists that there are three distinct 
factors influencing the hemorrhage, viz., uterine contraction, insertion 
of the placenta, and the distribution of the bloodvessels. I quite agree 
with him that much the most important is uterine contraction. 

An interesting device for checking the bleeding when the fundal 
incision is employed is that of inserting two ligatures through the 
wall of the uterus at each end of the wound. Gummert,' Déderlein,'® 
and others, have found it controls the hemorrhage, but in the only 
case (Case 3) in which I tried it the bleeding was in no degree 
diminished. | 

(f) There is greater diminution of the wound, and less stitching 1s 
required. My own experience is in agreement with this statement. 
I have, however, no exact measurements to give. I have also been 
impressed with the ease with which the uterus can be held by the 
assistant while the stitching is being carried out. Among operators 
generally the impression seems to be that the uterine wound becomes 
smaller after this incision. Gummert,! for example, expresses himself 
very decidedly of that opinion, and gives actual measurements in 
support of his view. The patient was one on whom he had pre- 
viously operated by a longitudinal incision. The old cicatrix of the 
longitudinal incision measured 14 centimetres and the fundal in- 
cision only 10 centimetres. 

The advantage that one obtains a thicker uterine wound to stitch 
with a fundal incision is claimed by Déderlein,'® Schroeder, and 
others. Gummert,!? however, speaks very decidedly against that 
view, and believes that the thickest portion is the anterior wall. 
Hiibl, who has made measurements in several cases, has invariably 
found the same. He found the average difference was I centimetre. 
I have not made exact measurements, and so cannot express an 
opinion on this matter. 

Gummert™ claims as an advantage for the fundal incision the 
fact that the two edges of the wound can be more exactly adapted. 
In two of my cases that was so, but in the third it was not, for, as I 
have already described, the two edges were of a different thickness 
owing to the situation of the placenta. 

The importance of a strong and sound uterine wound is very 
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great indeed; especially is this so if the conservative operation is 
employed and the patient is left unsterilized. It may be desirable, 
as some are advocating, in order to secure a firm union, to stitch the 
uterus in two layers. Experience, however, at present does not in- 
dicate that as being necessary. 

Having considered the advantages claimed by Fritsch and his 
followers for the fundai incision, I desire now to consider the 
objections that have been advanced against it. 

The objections urged against the incision are that, as it is made 
high up over the fundus, adhesions to the bowels and high attach- 
ment of the fundus to the abdominal wall will result, that involution 
of the uterus will be interfered with, and that discomfort from 
dragging on the abdominal wound will follow. Other objections 
are that general septic peritonitis will be more apt to follow if there 
is any septic mischief in the uterus, and that rupture of the uterus 
at a subsequent pregnancy will be more liable to occur. 

As regards adhesions of intestines to the uterine wound, there 
are, as far as I can find, only two reported cases. Everke™ reported 
a case of very great interest. The patient died septic, with slight 
adhesion of intestines over the wound; but what was most im- 
portant was that the uterine wound was gangrenous. Everke 
thought that this resulted from the stitches having interfered with 
the circulation of the part. As the patient, however, had been 
handled a good deal beforehand, much the simpler, and probably 
the more correct, explanation is, that the wound was septic, the 
infection having extended from the uterus. All who have referred 
to the case have expressed that opinion. The other case is one 
reported by Hahn,” where a patient died on the seventh day of 
septic peritonitis. The bowel was adherent all along the incision. 
The patient was handled by a midwife for long before she was sent 
into hospital. 

The other objection, that the uterus in operating with a fundal 
incision will remain attached higher up, is to my mind of great 
importance. In all my three cases the uterus, at the time of 
the patients’ dismissal from hospital, was firmly fixed to the 
abdominal wall, 3, 4, and 5 inches above the symphysis pubis. 
After operating with the longitudinal incision the uterus is usually, 
as Sinclair’ says, ‘just exactly in the position where it remains 
after a successful ventro-fixation.’ Not always, however, for in 
one of my six longitudinal incision cases I found it quite freely 
movable, and, as far as I could judge, unattached. 

To my mind—I am quite aware this is not the view generally 
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held—the attached surface of the uterus should be below the tubes 
in ventro-fixation. Still more is this necessary after conservative 
Cesarean section, in order that the whole uterus, especially the 
whole fundus, may expand, should there be a subsequent pregnancy. 

It must, of course, be admitted that some (¢.g., Déderlein and 
Hahn) maintain that the position of the wound has no effect on 
the adhesion. All I can reply to such a statement is that my 
experience has been different. 

Another objection urged by those who are opposed to the fundal 
incision is that, in the case of any infection of the uterus, general 
peritonitis will be more liable to occur. This is not so great, they 
argue, with the longitudinal incision, for it becomes shut off from 
the peritoneum by adhesion with the anterior abdominal wall. 
Theoretically, this seems perfectly sound. Some have also 
stated in addition that, if any septic mischief occurred in the 
uterine wound, it would escape through the abdominal wound. 
That, of course, is incorrect, because as a rule the uterine and 
abdominal wounds are not in apposition, the former being usually 
over to the right, as the uterus as a rule is displaced to that 
side. 

The danger of rupture of the uterus in a subsequent pregnancy 
is still a matter on which one cannot speak with any assurance, and 
certainly one cannot yet compare the danger of rupture after a 
longitudinal with the danger after a transverse fundal incision. As 
far as I have been able to find, there have only been two cases 
where the fundal incision has been twice employed on the same 
patient. In neither was there any adhesion of bowel along the 
uterine wound, and, indeed, in Schroeder’s case there was no trace 
of the previous incision, and no special thinning of any part of the 
uterine wall discoverable. 

In Ludwig’s” case there was also nothing special to note. 

In the foregoing remarks I have tried from my own experience of 
three cases, and from the records of others, to state as fairly as 
possible the case for and against the fundal incision of Fritsch. 

In looking at the subject dispassionately, one cannot but feel 
that the excitement—for there was a very considerable excitement 
over it in Germany until a year or eighteen months ago—was rather 
out of proportion to the importance of the subject. At the same 
time the incision should be thoroughly tested, and specially should 
we come to a conclusion regarding the after-results and the liability 
to complications in subsequent pregnancies where the incision has 
been employed. 
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SYMPHYSOTOMY* IN DOMESTIC AND 
HOSPITAL PRACTICE.t 


By R. C. BUIST, M.D., 
Obstetric Physician, Dundee Royal Infirmary. 


My experience of symphysotomy is recorded in the histories of four 
patients. 


I.—Mrs. F., aged twenty-five, had had three previous pregnancies. 
The first two children died in labour. In the third pregnancy labour was 
induced at seven and a half months by the bougie method, but the child 
only survived sixteen hours. In February, 1897, she was sent to me by 
Mr. D. M. Greig. The last period had been in June, 1896, and the fcetal 
measurement corresponded to the thirty-first week. Her height was 
156 c.m. (624 inches). Pelvic measures: Interspinous, 21°3 c.m. ; inter- 
cristal, 25°2 c.m.; intertrochanteric, 32 c.m.; diagonal conjugate, g c.m. 
(3°6 inches). Distance from os pubis to upper foetal pole (20 c.m.) 
corresponds to the thirty-first week. Selecting Frank’s method for 
permanent enlargement of the pelvis, I, expecting that by the end of 
pregnancy consolidation of the enlarged pelvis would have been com- 
pleted, did not wait for the onset of labour. This was, as it turned 
out, unfortunate. The operation, which consists in chiselling off an 
anterior layer of the pubic bones and symphysis, dividing the cartilage 
of the posterior layer thus left, and suturing the anterior lamella to 
the gaping bones behind, was performed on February 28, 1897, with 
the assistance of Mr..D. M. Greig, and Drs. Buchanan and Foggie. 
The only modification of Frank’s technique was that I pinned the bones 
with silver-plated knitting-needles instead of drilling them and suturing 
with silk. After the operation the temperature remained normal, but the 
maintenance of the dorsal position induced a torpidity of the bowel that 
proved intractable. Vomiting set in on the second day, and the pulse 
rose on the third above 100. Tympanites developed, and medicines and 
enemata alike proving useless, it was temporarily relieved by puncture of 
the bowel on March 5. Nutrient suppositories were given, but the patient 
was very ill, and labour set in prematurely on March 7. The presentation 
was right occipito-posterior, and after about twelve hours, the os being 
dilated, Mr. Greig gave ether, and I delivered with forceps. During 
labour the silvered needles dragged, and the pelvis gaped widely, and 
delivery was easy. The pegs were not re-inserted. The child was 47 c.m. 
long, and its cranial circumference 32 c.m. It unfortunately died of 
bronchitis on March 20. After delivery the vomiting soon stopped, 
flatus passed, and the bowels proved manageable; but on March g the 
temperature rose, and along with breaking down of the previously healed 
incision there set in phlebitis of the very varicose veins of the right 
thigh and leg. This gradually subsided, and the whole condition so much 
improved that on April 2 she was able to be up in the chair, and on April 28 
was walking about, though a little crippled from the remnants of the 
phlebitis. The pelvis was firmly healed; and on April 17 its measure- 
ments were: Interspinous, 23 c.m.; intercristal, 28 c.m.; intertro- 
chanteric, 32 c.m. The patient has since had a varicose ulcer, but is 
now well. 


* For orthography of this word vide Jour. of Obstet. and Gyn. Brit. Emp., vol. i., 


p. 58. 
+ Read before the Edinburgh Obstetrical Society on February 12, 1902. 
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(2.) On August 17, 1899, she was again delivered atterm. During the 
pregnancy she had a good deal of pain in the lower part of the abdomen, 
but was more annoyed by a persistent cough, not apparently caused by 
any chest condition, though latterly there were a few rhonchi to be heard 
at the bases of the lungs. The abdomen was much larger than usual, and 
too tense to give definite results on palpation. Pains at rare intervals 
occurred during the week before delivery, and the os was found dilated 
two days before. Eventually labour set in distinctly, and, finding a breech 
presenting, I got Dr. Buchanan to give chloroform, and extracted a male 
child. A second was then found presenting by the head. This I turned 
and delivered without difficulty. During delivery the patient was in the 
Walcher position. The puerperium was complicated by a slight recrudes- 
cence of phlebitis, which on the fifth day sent the temperature up to 
100°6° F. On the thirteenth day an attack of intestinal catarrh again caused 
a rise of temperature to 102° F.; but on the next day, though weak, she 
was doing some housework as well as nursing the babies. The children 
measured 52°5 c.m. (21 inches), and 51°5 c.m. in length, but owing to 
religious prejudices were not weighed till after baptism, and then, on the 
fifth day, they weighed 7 pound 10 ounces and 7 pound 8 ounces respec- 
tively. Each biparietal diameter measured 10 c.m., and the occipito- 
frontal circumference 35°5 c.m. The further condition of both mother 
and children is entirely satisfactory. 

II.—Mrs. F., aged twenty, a rachitic woman 146 c.m. (57 inches) 
high, engaged me for her first confinement, expected in March, 1898. 
Her pelvic measurements were: Interspinous, 21°5 c.m.; intercristal, 
23 c.m.; intertrochanteric, 29 c.m.; external conjugate, 16 c.m.; diagonal 
conjugate, 9°5 (34 inches) cm. In spite of instructions, I was not 
called till she had been already two full days in labour, and three hours 
after the rupture of the membranes. The child was presenting in the 
right occipito-anterior position, and the os about the size of a florin. The 
foetal heart-sounds were vigorous and the pains regular. Four hours 
later, at 6 a.m. on March 21, the os having opened to about the size of 
the palm of the hand, the pains being strong and recurring every two 
minutes, there had been no descent of the head, which was fixed at the 
brim, and the caput succedaneum had become much exaggerated, and 
the heart-sounds were becoming weak and less regular. By 7 a.m. I had 
secured the assistance of Dr. Foggie and two district nurses, and under 
chloroform performed symphysotomy by Ayres’ subcutaneous method. 
In this method an incision, or rather puncture, is made under the clitoris, 
a director passed through this in front of the symphysis, a probe-point 
curved knife passed along the track so made; then with the point kept 
constantly against the left forefinger in the vagina the cartilage is cut: 
through from above downwards, the urethra being held aside with a 
sound, against which the forefinger presses. My incision was a little to 
the left of the mid-line, and bled freely, but this was easily stopped by a 
plug of iodoform gauze. Forceps were applied, and the child easily 
delivered, the ends of the bones admitting three fingers during delivery. 
The uterus contracted well, and the placenta was easily delivered. The 
child was slightly asphyxiated, but recovered in a few minutes. The 
perineum, except at the fourchette, was intact, but the tissues around the 
urethra looked bruised. The urethra being held out of the way witha 
sound the pelvis was bandaged, and a retention catheter introduced. 
The delivery and operation together took under an hour. The child 
weighed 8 pounds, and its head measurements were: Bitemporal, 7 c.m. ; 
biparietal, 8 c.m.; occipito-frontal, 11 c.m.; circumference, 33 c.m. The 
right temporal region was much depressed, and the caput succedaneum 
much larger than usual. The child, which was nursed by the mother from 
the first, has thriven well, and the head deformity is now quite obliterated. 
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The mother’s convalescence was fairly satisfactory. The temperature 
was never very high, though it reached 100° F. several times up to the 
tenth day. The pulse was, however, for two weeks almost continuously 
over 100; after that it became slower. The uterus involuted a little more 
slowly than usual, but was never tender. The lochia disappeared 
normally. The plug was removed from the incision on the second day, 
but another had to be introduced for bleeding. It was left two days more. 
The catheter came out, and as she then passed water spontaneously it 
was not again inserted. At the end of the first week the patient 
complained that she could not hold her water, but this condition subsided 
in the course of a few weeks, and after she was allowed up, four weeks 
after the operation, incontinence came only on exertion. The patient was 
allowed up on the twenty-ninth day, though the symphysis was still 
movable, and ten days later she walked alone. On June 15, in less than 
three months, she was at work in the jute-mill. The symphysis was still 
movable. 

(2.) The patient’s second pregnancy ended on July 6, 1899. The change 
of her pelvic measurements is seen in this table: 


1899. 


Interspinous - | 22¢m. 
Intercristal - - 
Intertrochanteric - 5 


29 3 
Diagonal conjugate 95 (33 cm. 


During this pregnancy, except a little frequency of micturition, she had 
no trouble. On Lye 30 she had some pains, but they stopped, and labour 
did not set in till July 5, when after eight o’clock in the evening they 
came steadily. At 1 a.m. I found the head not engaged, the child lying 
O.L.A. and the os dilated to fully the size of a crown-piece. At 8 a.m. 
the os had dilated, but the head had not engaged, and the condition was 
the same at 5 p.m. At g p.m. when I arrived with Drs. Foggie and 
Halley the membranes had been ruptured about half an hour, but though 
now fixed no descent had occurred, and the patient’s pulse had gone up to 
120. She was put under chloroform and placed in the Walcher position, 
and while the forceps were being got ready I noticed that during the 
straining under chloroform the head was descending. With the assistance 
of a little suprapubic pressure expulsion was effected without further 
difficulty. The child’s length was 48 c.m., and the occipito-frontal 
circumference 32 c.m. In this case the puerperium was uneventful, 
and a week after the delivery I found patient in bed with her clothes 
on. The symphysis was a little more mobile after delivery, but did not 
dilate perceptibly during labour. 

(3.) In the spring of 1901 I discovered that the patient was again 
pregnant, and tried several times to induce her to go into hospital for 
delivery. Late on Sunday, June 2, I wassummoned, to find that she was 
in labour, the waters having broken on Friday, May 31. The os was 
dilated, the head, with a considerable caput succedaneum, lying in the 
third position (O.D.P.), firmly gripped in the brim. The foetal heart was 
audible, but slightly irregular. Dr. Haggart kindly came to my aid and 
put the patient under chloroform. I applied forceps, and, placing the 
patient in the Walcher position, got her mother to pull on the arms, but 
I failed to deliver. My somewhat old-fashioned pocket-case contains a 
multiform knife, one of the blades being probe-pointed. With this I then 
did symphysotomy, and, rotating the head with the forceps, delivered with 
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ease. The child had, however, died. The division of the symphysis was 
no more difficult than usual. The bleeding from the incision was 
pretty free, and, having no gauze with me, I plugged it with wool. Next 
day she was well, but on the morning of the third day, when the Jubilee 
nurse and I went in together, we found that she had been left alone all 
night, and the bandages were soaked with urine up to the navel. 
I removed the wool plug, but, as it turned out afterwards, part of it 
remained, and a week later broke down the bridge of the tissue between 
the incision and the urethra, so that the outer half-inch of the urethra 
admitted the tip of the little finger, and she had some diurnal incontinence. 
She was allowed out of bed on the twenty-first day, and in six weeks 
(July 15) she was doing all her house-work. She walks as well as ever, 
and if need be could work again in the mill. The incontinence of 
urine gave so little trouble that she did not come for treatment till ° 
January 11, 1902, when she was admitted to my ward. She was fully four 
months pregnant, and incontinence was now causing considerable dis- 
comfort. On January 13 under cocaine anesthesia I trimmed off the 
mucous membrane from the upper edge of the urethra proper on each 
side, and sutured with a catgut and silkworm-gut loop. She went home 
on January 25 quite well. The pubic ends were movable, both up and 
down and back and forward. 

(4.) On May 2 I was called, in passing, to the patient at her house. She 
was having pains every ten minutes, and the membranes had ruptured. 
The child was lying to the left. She would not go to hospital, and another 
confinement prevented my attending her at home. Dr. J. K. Lennox, 
who attended her, reports that delivery was spontaneous, and occurred 
about fifteen hours after the waters broke. The child is very small. 

III.—Mrs. S., twenty-four, 3-para, last menstruated July, 1g00, was 
admitted to the Maternity Ward, Dundee Royal Infirmary, on March 5, 
tgo1. She had had pain over right lower ribs since stirrage, of which she 
could not give the date. In the first pregnancy labour was induced at 
seven months, and she was delivered with forceps under anesthesia, the 
child being still-born. She lay for four months. The second labour came 
on spontaneously at seven months, and lasted eight hours. The child is 
alive, and she was able to get up in three weeks. Her nutrition was 
moderate, and she had some catarrhal cough and spit—and complained 
of pain over the right lower ribs, preventing sleep. Measurements taken 
on admission show: Interspinous, 23 c.m.; intercristal, 27 c.m.; intertro- 
chanteric, 30 c.m.; external conjugate, 16 c.m.; diagonal, 8 c.m. (31 inches). 
Distance between foetal poles, 22 c.m., corresponding to eight and a half 
months. Her cough and the muscular pain were treated. On the evening 
of March 16, the foetal pole distance being 24 c.m., and the child lying to 
right, I put a plug of sterile gauze in the cervix, and a pad in the vagina. 
Labour set in six hours later. After five hours the os was the size of a 
crown-piece. A Champetier bag was inserted, but burst, and under 
chloroform, dilatation was carried on by hand. I applied axis-traction 
forceps, and put the patient in the Walcher position, but failed to 
get the head down. I therefore proceeded to perform subcutaneous 
symphysotomy. After this the head came down in the forceps without 
difficulty and without rotation. The pubic ends separated over 2 inches. 
The placenta came away readily, and the incision was packed with iodo- 
form gauze and the pelvis strapped. The discharge was pretty free, and 
she twice had a drachm of ext. ergot. liq. One probe-pointed knife 
broke during the operation. Next day she passed urine normally. Fora 
week her pulse was over go, and on three days her temperature reached 
1oo° F. From the fourth day she was given Blaud capsules. On the 
eleventh day the temperature rose to 101°6°, owing, apparently, to consti- 
pation. From this time the temperature was normal, but the pulse usually 
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over 80. On the fourteenth day the pubic ends could be moved very 
slightly past each other. Up to this time she had been kept on her back, 
but the knees were now merely tied, and she was permitted to turn. On 
the twenty-first day she was allowed to walk with support. She did this 
without pain, but with a somewhat waddling gait. At the end of another 
week she went home. During the puerperium the suprapubic measure- 
ment of the conjugate was found to be 6°5 c.m. (23 inches). The 
promontory was only 4 c.m. above the level of the pubes. 

Three weeks later I was called to see this patient, as she had pains, 
and thought something had gone wrong. I found that she had been 
working in the mill for two weeks, and had some rheumatic pain in each 
leg. A few days later she was out, and probably at work. Some weeks 
later I saw her at the laneside, exercising her maternal privileges on her 
firstborn. At present she is working in the mill. 

IV.—Mrs. M., twenty-three, 4-para, last menstruation February 12, 
1901, was admitted to the Maternity Ward, Dundee Royal Infirmary, 
November 7, 1901. The history of her previous labours is: (1) Novem- 
ber, 1898, child born at term, lived ten days; delivery was spontaneous, 
but the head was badly crushed and dinted. (2) November, 1899, at 
term, child delivered by forceps; still living, but head severely dinted. 
(3) November, 1900, labour induced at eight months; the child was 
delivered by forceps, and only lived three days. The head was deeply 
dinted. Measurements on admission showed: Interspinous, 22 c.m. ; 
intercristal, 26 c.m.; intertrochanteric, 30°5 c.m.; external conjugate, 
16 c.m. ;° diagonal, 8°5 c.m. (3? inches); and icetal-pole distance, 24 c.m., 
corresponding to first week of tenth month. On the morning of Novem- 
ber 11 I inserted a Champetier bag, which burst in filling. No pains 
followed, and in the afternoon I, dilated the os by hand, performed sym- 
physotomy subcutaneously, and delivered by forceps in the Walcher 
position. During delivery the pubic ends separated 2 inches, and the head 
rotated a little forwards. The incision bled very little, and was not 
plugged. The child, which was lying to the right, was rotated by external 
manipulation. It weighed6 pounds 14 ounces. Bitemporal diameter, 8°5c.m.; 
biparietal, 9°5 c.m. Urine had to be-drawn by catheter till the fifth day, 
and was at first very bloody. On two nights in the third week she passed 
urine in sleep. The puerperium was somewhat disturbed at first, appa- 
rently by infection of the lochia, culminating in a rigor with a temperature 
‘of 104° F. on the fourth day, and by a slight phlegmasia of the left calf, 
‘with a second rise of temperature on the eleventh day. The first condition 
was dealt with by raising the shoulders and by douching, and the second 
by painting with ichthyol glycerine, and covering with guttapercha tissue. 
Apart from the pain in the leg, the patient had no discomfort, and seemed 
to wonder what we took so much trouble about. On the twelfth day she 
was raised on a rest, on the eighteenth taken into a chair for half an hour, 
on the twenty-first allowed to walk, which she did very well, and on the 
thirtieth day she went to her home in Fife. 


Comparison of the cases yields some points of interest. The 
diagonal conjugates were respectively. 9, 9°5, 8, 8°5 c.m. (3$ to 
31 inches). In all five labours the child lay to the right, but one 
was replaced by preliminary manipulation, two were posterior 
occipital, and one of these rotated in the forceps. During the 
delivery the pubic gape was usually over 2 inches. In three of the 
women the product of eight previous labours was two children—one 
after a premature labour, one after a very stiff forceps labour, and 
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with a permanently dinted head. Three subsequent labours in two 
women ended in (1) large twins delivered with no unusual difficulty ; 
(2) a good-sized child born spontaneously; and (3) a second sym- 
physotomy. This last was a disagreeable surprise and a disappoint- 
ment tome. One patient passed urine normally all along, and one 
on the second day. One had a retention catheter for a day, and 
then slight incontinence, which recovered spontaneously in a few 
weeks, and since the second operation has been successfully operated 
on for slight diurnal incontinence owing to the accident of the wool 
plug breaking and ulcerating into the outer end of the urethra. The 
last case passed bloody urine, and needed the catheter for five days, 
and twice in the third week passed urine in sleep. Two had 
thrombosis in the right and left leg respectively, and one had slight 
rise of temperature, due, I think, to the intestine. The patient with 
severe thrombosis was able to be out of bed in the fifth week; in the 
second case I kept the patient in bed four weeks, and on the last 
three occasions the patient has been out of bed in three weeks. In 
none has the gait been impaired, and two worked in a jute-mill 
within six weeks and three months of the operation. The operation 
has three times been done in domestic practice-—once in the tidy, 
clean house of a vanman, and twice amidst the conditions common 
to the poorer Irish workers. In these the nursing has been done by 
the district nurse, with such assistance as the relatives could give. 
Twice the cases have been in hospital. Four children were born 
alive, and three of these were nursed at the breast. One died in 
labour as the result of the long delay before I was called. 

The method of operation was, in the first case, that recommended 
by Frank for securing permanent enlargement of the pelvis, and 
though my unfortunate choice of the time was not in its favour, it 
has given a distinct gain. In the others Ayres’ subcutaneous method 
was followed, and this, from its simplicity and ease, seems the best. 
I like to keep the knife-point in contact with my finger in the vagina, 
and a probe-point seems to have advantages both for the finger and 
for the structures behind the pubic bone. The movements of the 
bones are easily controlled by an assistant at each thigh. 

In after-treatment a strap of broad rubber plaster is applied in 
front reaching well over the trochanters, and an elastic web bandage 
is placed over this not too tightly, and with wool pads over the 
trochanters and pubic bones. The patient is put on a firm mattress, 
and sand-bags laid to the sides of the pelvis. The shoulders should « 
not be kept too low, and after a week the patient’s desire to turn a 
little may be indulged. Mobility of the symphysis seems to do no 
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harm. For urination the patient is raised by grasping the iliac 
bones. If the strapping become irksome, it may be divided in a few 
days. 

The amount of oozing from the incision at the operation is some- 
times considerable, but I doubt whether it is really necessary or 
advisable to plug the wound. Probably mere compression till the 
pelvis is bandaged would control the bleeding. 

It seems best at present to allow my records, imperfect as they 
are, to exhibit by themselves evidence on the merits and dangers of 
symphysotomy without collating the statistics of others or entering 
into a full discussion of the relative claims of other operations. My 
cases have mostly been from a class where the prospect of life for a 
premature child is not good. In none of them could I deliver with 
forceps, and craniotomy of a living child seems to me the negation 
of obstetrics, while the greater risk of Caesarean section for the 
mother will always lead me to choose symphysotomy in any case 
where a gain of } inch in the conjugate promises delivery. The 
lower limit borders the sphere of Cesarean section. Failure of 
forceps rather than measurement determines the upper range. 

The operation by Ayres’ method has now a recognised place in 
the text-books, though I regret that Ayres’ paper, with its simple 
method, seems to have entirely escaped notice. If this paper should 
to any degree remedy this, I shall consider that it has well repaid 
me for the writing. 


Since this paper was read the following case has occurred : 


V.—Mrs. W., twenty-four, was admitted to the Maternity Ward, 
Dundee Royal Infirmary, on April 20, 1902, having had pains in the back 
for half a day. She had one child five years before, a seven-months child, 
born without instrumental aid. On admission, the abdomen was very 
tense, and palpation difficult. The head was found ballotting above the 
pubes, and the trunk lay to the right. The pelvic diameters were: Inter- 
spinous, 20 c.m. ; intercristal, 25 c.m. ; intertrochanteric, 27c.m. The con- 
jugate now measures 7°5 c.m.(3inches) suprapubically. The os admitted only 
the finger-tip. The pains ceased during the night, and did not come on 
again till 1 p.m. on April 25. At 9 p.m. pains had been coming vigorously 
for some hours at intervals of about a minute. The cervix was dilated 
and soft, but the head was still ballotting above the brim. Under my 
direction the patient was put under chloroform, and the membranes rup- 
tured, giving issue to a large amount of liquor amnii. I fixed the head 
against the brim of the pelvis, and Dr. Crow applied forceps, but failed, 
as I also did, to get any descent. I then performed subcutaneous sym- 
physotomy, reapplied forceps, and, putting the patient in the Walcher 
position, effected delivery. Considerable traction was required. The 
head engaged in the left occipito-posterior position, and rotated to the left 
forward during delivery. The pubic bones separated about 13 inches. 
The placenta was born three minutes after the child. It was found that 
the tissues between the pubic bone and the urethra had torn through. A 
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soft catheter was introduced into the bladder, and the pelvis bandaged 
with strapping and elastic web-bandage. The knees were tied together. 
The child, a male, weighed 5 pounds 2 ounces, and was 18 inches long. 
The head measurements were: Circumference, 32 c.m. ; biparietal, g c.m. ; 
bitemporal, 8 c.m.; occipito-frontal, 11°5c.m. The cartilage was not found 
at the first stroke of the knife, which had to be shifted a little to the right. 
There was very little bleeding, and the wound was not plugged. During 
the night the catheter was released every two hours, and about 2 ounces 
of urine came away each time. In the morning Dr. Crow administered 
oo and I passed a stout catgut suture through the tissues above the 
urethra. 

On the 28th the catheter slipped out, and there was a little leakage of 
urine. The ward Sister reintroduced the catheter without difficulty, and 
the bladder was found to contain 8 ounces of urine. On May 3 the 
catheter was taken out, and the patient urinated spontaneously. There 
was no leakage. On May 1 the elastic bandage was left off during the 
day. The convalescence was complicated by the accident of a burn on 
the sole of the left foot and by mastitis on the left side, but otherwise 
has proceeded satisfactorily. The lochia have been normal throughout. 
The child did not suck well during the first three days, and on May 5 


developed a discharge in the left eye. This was found to be diplo- 
coccal. 


Patients IV. and V., with their children, were shown at a British 
Medical Association branch meeting at Dundee, on May 30, 1902. 
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ON THE USE OF THYROID EXTRACT IN 
PUERPERAL ECLAMPSIA AND IN THE 
PRE-ECLAMPTIC STATE. 


By H. OLIPHANT NICHOLSON, M.D., M.R.C.P. Epin., 
Obstetric Physician to the New Town Dispensary, Edinburgh. 


In a preliminary paper, entitled ‘Eclampsia and the Thyroid 
Gland,’* I brought forward some evidence to show that it was 
possible to connect the occurrence of some cases of puerperal 
eclampsia with inadequacy of the maternal thyroid system—thyroid 
and parathyroid glands. I attempted to show how the principal 
symptoms of the eclamptic state could be explained in terms of 
thyroid inadequacy. I shall here shortly indicate some points which 
seem to suggest that this idea is worthy of consideration. 

It isa well-established fact that in normal pregnancy the thyroid 
gland is enlarged. The significance of this hypertrophy is obvious, 
because it can be diminished, or prevented altogether, by giving 
thyroid extract. A larger supply of iodothyrin is therefore needed in 
the pregnant than in the non-pregnant state. In 20 out of 25 cases 
of pregnancy in which the usual hypertrophy of the thyroid did not 
occur, albuminuria, and sometimes eclampsia, developed (Lange). 
In eclamptics the normal enlargement of the gland is said to be 
absent. 

It is generally agreed that the eclamptic symptoms are dependent 
upon an auto-intoxication, and it seems quite likely that this condition 
is a result, in the first instance, of inefficient metabolism, and sub- 
sequently of imperfect excretion. The whole question of auto- 
intoxication is intimately associated with the adequate function of 
the various metabolic organs of the body—the so-called ‘defence 
organs ’—and it may be assumed that iodothyrin is essential to the 
efficient working of all the parts of the defensive mechanism. The 
symptoms noted after complete thyroidectomy, and those observed 
in some cases of myxcedema and cretinism, clearly indicate a toxemia 
associated with faulty metabolism and impaired activity of the 
excretory organs. 


It is well known that under the action of iodothyrin the meta- 


* Scott. Med. and Surg. Journ., June, 1901, and Trans. Edin. Obstet. Soc., 
vol. xxvi., 1900-1901. 
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bolic processes of the body are greatly stimulated, and there is a 
striking increase in the excretion of urea. In eclampsia, and in all 
conditions of hypothyroidism, the quantity of urea in the urine is 
much diminished. This is a very important point, for it carries with 
it the suggestion that the metabolism of nitrogenous substances has 
not been continued up to the stage of urea formation. Owing toa 
deficiency of iodothyrin the process has stopped at an intermediate 
point, and at a stage where the products are highly toxic. 

This state of matters is not generally associated with what we 
recognise as myxcedema, even in its most marked form; the forma- 
tion of these toxic substances does not seem to follow disease, or 
even complete excision, of the thyroid body alone. 

The symptoms of a typical attack of puerperal eclampsia closely 
resemble those of complete experimental athyroidea, as produced by 
the removal of the entire thyroid system in animals. But in eclampsia 
it is a condition of temporary athyroidea ; the resulting toxemia may, 
according to circumstances, be slight or severe, and the functional 
activity of the glands may be re-established under appropriate 
treatment. 

It may be said, then, that puerperal eclampsia occurs as a result 
of some failure in the process of proteid metabolism, and that this 
failure to deal efficiently with nitrogenous substances is due either to 
a deficiency of iodothyrin or to the impaired activity of the secretion. 
Under these conditions the object of proteid metabolism is not 
attained, and the final product—urea—is not manufactured. 

Much suggestive evidence, both clinical and experimental, could 
be given in support of the view that the thyroid secretion is an 
essential factor in the adequate function of those organs which 
preside over the metabolism of proteid substances. Of these organs 
the liver is perhaps the most important; so, as a result of thyroid 
inadequacy, it may properly be regarded as playing an important 
part in eclampsia. 

When a pregnant woman who exhibits eclamptic symptoms is put 
to bed, and kept on milk diet, the demands made on her thyroid 
secretion are greatly lessened, and the process of nitrogenous meta- 
bolism is again efficiently carried out. Meat diet, besides using up 
more iodothyrin, yields too little iodine for the manufacture of a 
fresh supply. In this connection mention may be made of the effects 
of thyroidectomy in dogs, when some of the animals were fed with 
meat and others with milk. In the former the mortality was as high 
as 96 per cent.; in the latter many dogs lived so long as milk diet 
was continued, but died when a meat dietary was substituted. 
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These experiments are very suggestive, and on two occasions, 
where pre-eclamptic symptoms were being satisfactorily controlled by 
restricted diet, I have seen convulsions occur which seemed to be 
clearly traced to a meal which included roast pork. In some 
recorded cases of eclampsia pork is specially mentioned as being the 
exciting cause of the convulsions, and it is possible that the imperfect 
metabolic processes following upon the digestion of this substance 
may give rise to toxins of unusual virulency. 

In my former paper I laid special stress on the fact that the arrest 
of the secretion of urine, by allowing the absorption of the toxins, led 
up to the convulsions. It is conceivable, however, that cases occur 
in which the deadly toxins of eclampsia are prepared, and yet, in 
spite of partial renal inadequacy, no untoward symptoms arise. The 
organism is supplied with many resources, which enable it to deal 
with poisons and render them innocuous. But when the renal 
secretion fails, the other parts of the defensive mechanism will soon 
be overburdened. 

Marked diminution in the quantity of the urinary secretion is 
probably one of the earliest and most constant of the pre-eclamptic 
symptoms, and in my former paper I endeavoured to show that it 
might be dependent upon a deficiency of the thyroid secretion. I 
indicated some of the ways in which the thyroid gland might, under 
normal conditions, participate in controlling efficient renal function. 
It was suggested—(1) that iodothyrin exerted some specific action 
on the kidney; (2) that wvea—the final product of nitrogenous meta- 
bolism when efficiently carried out in the presence of an adequate 
supply of iodothyrin—acted as a powerful diuretic; and (3) that the 
well-known changes produced by iodothyrin on the circulation (vaso- 
dilatation) tended to promote and maintain renal activity. It was 
pointed out, also, that the internal secretion of the suprarenal glands 
tended to greatly contract the arterioles. 

Thus the thyroid and suprarenal secretions, so far as their action 
upon the arterial calibre is concerned, are antagonistic, and in all 
conditions of hypothyroidism the arteries are found to be unduly 
contracted. I suggested that a spasm of the renal vessels, brought 
about by unopposed suprarenal influence, might be one of the factors 
which led to the arrest of the renal secretion. 

From what has been said, it is evident that the real significance 
of the pre-eclamptic state is that it points to a breakdown of some 
part of the defensive mechanism. Furthermore, this breakdown 
is the result of some inadequacy of the thyroid and parathyroid 
glands, whereby the process of nitrogenous metabolism, instead of 
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resulting in the formation of urea, ceases with the production of 
intermediate substances, which when absorbed excite.the symptoms 
of a toxemia. 

In this way the degree of the toxemia of pregnancy comes to 
be dependent, directly or indirectly, upon the quantity and activity 
of the thyroid secretion; the thyroid gland may therefore be given 
a primary réle in the causation of eclampsia. 

On this view, supported by some suggestive results observed 
during a prolonged clinical study of the effects of thyroid extract 
on the circulation, I suggested the use of this remedy in the pre- 
eclamptic state, and also after the onset of convulsions. In the 
latter case, however, it was pointed out that a large dose of morphia 
hypodermically was a valuable adjunct to thyroid treatment, because, 
by inhibiting metabolism, it stopped the formation of poisons, and 
gave the thyroid gland time to recover itself. It was also noted 
in these cases that large doses of morphia (gr. } to i.) produced 
profound effects on the circulation; the pre-existing condition of 
arterial spasm was fully removed. In this way the one essential 
and all-important indication in treatment—re-establishment of the 
urinary secretion—was fulfilled. Thyroid extract acts powerfully 
upon the arteries in a similar manner, and under its influence the 
vessels become even more fully and more permanently relaxed. 

In my preliminary communication I was able to record one case 
of puerperal eclampsia treated by thyroid extract, which occurred 
in the practice of my friend Dr. Elmslie Henderson, of Kirkcaldy. 
The results were eminently satisfactory. During the last few months 
opportunities have been afforded to me of testing more fully the 
efficacy of thyroid extract in combating the symptoms of eclampsia 
and the pre-eclamptic state. In view of the great importance of 
this subject, I propose in the present paper to briefly record some 
recent experiences without saying much in the way of explanation. 


Case 1.—Mrs. S., twenty-five years of age, consulted Dr. Henderson 
of Kirkcaldy on the evening of Saturday, December 14, 1go1, with a 
view to engaging him to attend her at her first confinement. She was 
then at the end of the eighth month of pregnancy. She complained of 
severe headache, continuous of late, but worse in the morning; of 
sleeplessness; and of nervousness. The daily quantity of urine had for 
some time been scanty. She was uniformly swollen all over the body ; the 
face was puffy and pasty; the skin was dry; the hands were swollen, and 
felt leathery from firm tense cedema. 

She was advised to go home to bed, and to take nothing but milk. It 
was arranged to visit her next day, and to have the urine examined ; 
meanwhile a 5-grain thyroid tabloid was ordered to be taken every four 
hours. Early on Sunday morning (1.45 a.m.) Dr. Henderson was 
urgently summoned to her, as she had taken a fit. She had wakened 
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complaining of severe headache, and was given some whisky-and-water. 
The headache increased in severity, she became comatose, her eyes 
became fixed, and finally she went into a fit, When seen she was still 
deeply comatose, eyes staring, breathing stertorously, and highly fevered. 
She could not be roused. One third of a grain of the sulphate of morphia 
was injected hypodermically, and up to this point she had had no thyroid 
extract, as the tabloids had not yet arrived. The patient was watched 
for some time, and soon fell into a deep sleep. Dr. Henderson then left, 
but was almost immediately recalled, as another fit had occurred. The 
patient was in much the same condition as after her first seizure. 

After some time she awoke from her stupor, and 10 grains of thyroid 
extract were given by the mouth, Instructions were left: with the nurse 
to give a 5-grain tabloid every four hours. The urine became solid on 
boiling. 

On Sunday she was carefully watched all day, and an increased 
quanity of urine was passed. A welcome perspiration was also 
noted. She was still very drowsy and stupid, and complained much of 
headache and pain in the epigastrium. Restlessness was also a marked 
symptom, and she kept tossing about in the bed. She had a slight fit 
(the last) on Sunday night. . The os uteri was undilated. 

On the Monday morning marked improvement was evident : questions 
were answered rationally, and relatives were recognised. The urine was 
still increasing in quantity, and the skin was no longer dry. The 
temperature was normal, and the pulse was quite evidently softer. On 
the Monday night labour pains set in, and on the following afternoon 
(Tuesday) she was delivered of a dead premature child. In this case the 
brawny cedema of the arms, legs, and pudenda was very marked, and 
it rapidly subsided under the thyroid treatment. The urine quickly 
increased in quantity, and the albumen steadily disappeared. There were 
no post-partum fits, and the patient made an uneventful recovery. The 
thyroid extract was continued for a week after the birth of the child. 

Case 2.—With regard to the case of eclampsia, Mrs. L., who was 
treated with thyroid extract, and reported in my previous paper, I am 
now able to give some further interesting details. 

The patient was attended in this confinement (the third) by Dr. 
Henderson of Kirkcaldy. She developed eclampsia towards the end of 
the eighth month of pregnancy ; but the labour, which took place at full 
time, was normal, and resulted in the birth of a living child. Her former 
pregnancies had been attended by severe and dangerous eclamptic seizures. 
After her recovery from her third confinement in November, 1900, Dr. 
Henderson instructed her, in the event of her becoming pregnant a fourth 
time, to let him know as early as possible. He intended to give her 
thyroid extract, if it seemed desirable, during the course of pregnancy. 

On February 2, 1902, the patient called on Dr. Henderson, and 
informed him that she was seven months pregnant. When asked why 
she had not come sooner, she confessed that she had, on her own 
initiative, been taking thyroid tabloids regularly since the third month 
of pregnancy. So greatly was she impressed by the beneficial results 
of this treatment during her previous pregnancy, that she desired to test 
the effects of the remedy again. 

She stated that she felt altogether different in this pregnancy. She 
had no sickness; no swelling of the face, arms, or body; no giddiness, 
no blindness, no headaches even. She said that she had never felt better 
in her life. 

On examination it was noted that there was no cedema, no diminution 
in the quantity of urine, and no albuminuria. Usually a large stout 
person, and especially so during her pregnancies from superadded solid 
cedema, she was on this occasion precisely the reverse. Her altered 
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appearance — suggestive of overdosing with thyroidin—so impressed 
‘Dr. Henderson that he discontinued the’thyroid treatment at this time. 

A month later the patient was not so well. She had caught a chill, 
and complained of headache and a general feeling of malaise. The 
unusual emaciated appearance, already noted before the thyroid treatment 
was stopped, was now disguised by a slight degree of general cedema, and 
upon inquiry it was found that the daily quantity of urine was much 

‘diminished. The cold nitric acid test showed the presence of a con- 
siderable amount of albumen. 

The patient was put to bed, ordered a restricted diet, and thyroid 
treatment (10 grains daily) was immediately recommenced. In a few 
days the threatening symptoms were under control, and shortly afterwards 

‘(March 7) I saw her. She was again abnormally thin about the face, 
and there was no cedema of the hands or feet; she felt well, and wished 
to resume ker household duties. The pulse was rapid—115 per minute— 
and of fair pressure ; the skin was warm, and the urine, which was being 
secreted in satisfactory amount, showed no traces of albumen, even to the 
nitric acid test. There had been no cessation of the foetal movements, 
though they had not been so strong of late; the foetal head was found 
to lie well down in the pelvis, but the heart sounds could not be heard. 
The dose of thyroid extract was reduced to 5 grains daily. 

The patient was allowed to get up, and everything went on well till 
March 13, when, after.a short normal labour, she was delivered of a dead 
premature infant. There were no abnormal symptoms either at the time 
of labour or during the puerperium. The child had probably been dead 
for seven or ten days. 

Case 3.—Mrs. D., aged twenty-three, consulted Dr. Hope Fowler on 
January 4, 1902, on account of severe headache and dimness of vision. 
She had just entered upon the seventh month of her first pregnancy. 
Her face, hands, and body were greatly swollen with the same kind of 
firm solid oedema previously described as characteristic of some cases of 
eclampsia ; her condition resembled that of a patient in an advanced stage 
of myxcedema. 

The pulse-rate was found to be 50 per minute; the artery was greatly 
contracted, and it was with difficulty that the finger could obliterate the 
pulse wave. I have already directed attention to the possible significance 
of an abnormally slow pulse towards the end of pregnancy, especially if it 
persists, and this was the feature that made Dr. Fowler suspect 
albuminuria.* 

In this patient all the typical symptoms of the pre-eclamptic state, 
including great diminution in the quantity of urine, were present to a very 
marked degree, and the urine boiled nearly solid with albumen. She was 

_ kept in bed, and was given nothing but milk for ten days. On January 15 
Dr. Fowler kindly asked me to see her witha view to treating the 
condition with thyroid extract. 

I found her very much swollen all over the body ; the face was puffy 
and bloated, and the forearms were so hard and brawny that it was 
difficult to pick up a fold of skin. The urine had only increased very 
slightly under the milk diet, and albumen was still present to the extent 
of 2 grains to the ounce. The pulse was now 55 per minute; the artery 
was contracted, and the characters of the sphygmogram indicated a very 
high blood-pressure. 

A 5-grain tabloid of thyroid extract was ordered to be taken three times 
a day, and after 30 grains had been taken the arteriometer showed that the 
calibre of the radial artery was already enlarging. The pulse-rate was 
considerably accelerated, but the quantity of urine was not yet noticeably 
increased. The cedema, however, was beginning to get softer. 


* ‘Encyclopedia Medica,’ art. ‘ Pulse,’ p. 187. 
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On January 21 the tabloids were given every three hours, and a 
marked effect on the amount of urine secreted was noted. The increased 
doses of thyroidin caused much flushing of the skin and profuse perspira- 
tion, but the effects on the kidneys and on the oedema were not immediate. 
In two or three days, however, the quantity of urine was enormously 
increased, and the patient described herself as ‘melting away.’ On 
ere 29 the face and arms were quite thin, and the cedema of the 

ody had nearly disappeared. The patient remarked that she was now 
thinner than in her normal condition of health. 

The thyroid extract was given steadily for seventeen days, then 
stopped for a fortnight, and recommenced with a dose of 5 grains daily. 
During the treatment, fish, bread, and light puddings were allowed in 
addition to milk, and yet the albumen steadily decreased till it was entirely 
absent. 

On February 2 the patient was allowed to get up, and returned to 
ordinary diet. She was soon able to resume her household duties, and 
the oedema showed no signs of returning. The pulse-rate—quickened 
since the commencement of the thyroid treatment—remained at between 
85 and 95 per minute, and there were signs of arterial dilatation and 
lowered blood-pressure. The daily quantity of urine remained satisfactory, 
and it remained free of albumen. 

The patient kept at work till the morning of March 10, when, after a 
normal labour, a dead premature infant was born. The puerperium was 
uneventful. 

My friend Dr. Ballantyne, who kindly examined the foetus, was of 
opinion that death had occurred from three to five weeks before expulsion. 

Case 4.—Mrs. P., aged thirty-nine, 2-para, was seen on February 27, 
1902. She complained of severe headache, giddiness, and attacks of 
vomiting. For several weeks she had noticed that the daily secretion 
of urine was less than usual, and also that her legs were getting 
swolien. There was no definite cedema of the face or hands. The 
urine was examined, and on boiling threw out a thick precipitate of 
albumen. 

Next day a 5-grain thyroid tabloid was given every four hours during 
the day, and she was advised to remain as much as possible in bed. 
Milk, fish, bread, and light articles of diet were allowed. 

On March 3, after 50 grains of thyroid extract had been taken, there 
were obvious symptoms of ‘ thyroidism.’ The pulse rate was accelerated, 
the radial calibre was enlarged, there was marked flushing of the skin, 
perspiration, and slightly increased secretion of urine. The albuminuria 
was also somewhat less, the headache had disappeared, and there had 
been no vomiting for two days. 

On March 5 there was a striking increase in the quantity of urine, and 
now no albumen was found on boiling it. The cold nitric acid test, 
however, showed a faint white ring at the junction of the urine and acid. 

On March 7 urine was still being passed in satisfactory amount, 
and the patient noticed that she had now become considerably thinner 
about the body and lower limbs. The nitric acid test still showed a mere 
trace of albumen. 

On March 11 the patient felt well again, and was allowed to remain up 
for a longer period during the day. The increased quantity of urine was 
maintained, and albumen was now practically absent. She was still 
taking 10 grains of thyroid extract daily. Foetal movements were felt by 
palpation, and the foetal heart was heard. 

On March 15, as some symptoms of ‘ thyroidism’ were still apparent, 
the tabloids were discontinued. Two days later, however, headache and 
vomiting returned, and the quantity of urine was again diminished. 
There was also a return of albuminuria, which was now readily detected 
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on boiling the urine. Thyroid treatment—1o grains daily—was recom- 
menced. 

On the following day she felt much better, and on March 1g I safely 
delivered her of two fine infants—a girl and a boy. It was necessary to 
use the forceps for both children, owing to a slight contraction at the 
brim, but otherwise everything was quite normal. 

The mother made an uninterrupted recovery, and on March 21 the 
urine was free of albumen. Thyroid extract was not given in this case 
during the puerperium, Both children are at present strong and healthy. 


I have now shortly related the results obtained from the use of 
thyroid extract in one of the most serious and dreaded complications 
of pregnancy. In Case 1 the fact that the child was born dead may 
have had something to do with the satisfactory termination, but the 
absence of post-partum fits in this instance, and also in the other 
cases, is noteworthy. In cases of puerperal eclampsia treated by other 
means, statistics prove that post-partum fits occur in 50 per cent. of 
them. Under these circumstances recovery is slow, and symptoms 
may persist for days. The remarkably rapid disappearance of all the 
unfavourable signs under thyroid treatment is in striking contrast to 
this, and must be seen to be fully appreciated. 

In Case 3 the foetus was evidently alive after the patient was 
absolutely free from all her pre-eclamptic symptoms, but pregnancies 
in which anuria and albuminuria develop are specially liable to result 
in premature labours with dead infants. McKerron,* in a recent 
valuable paper on ‘Suppression of Urine after Labour,’ has drawn 
attention to this fact, and also makes the interesting observation 
that in such cases vomiting is the most uniform and_ striking 
symptom. Vomiting is also one of the most important signs of the 
pre-eclamptic state, and it invariably improves when diuresis is 
re-established under the action of thyroid extract. In the post- 
partum eclamptic state, as described by McKerron, where suppres- 
sion of urine is the most prominent among a set of symptoms, it 
seems likely that thyroid extract may also prove itself to be a remedy 
of great value, if only from its remarkable power of re-establishing 
the urinary secretion when sufficiently pushed to produce its full 
effects on the circulation. 

In Case 4 vomiting was a marked feature, and the progress of 
this case under thyroid treatment was specially gratifying. 

The results obtained in all the cases, however, were too definite 
and too striking to be ascribed to mere coincidence. Anyone who 
has used thyroid extract in a large variety of cases, and who has 
confined his observations to the effects of the drug upon the circula- 


* Journ. of Obstet. and Gynecology, vol. i., April, 1902. 
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tion alone, cannot fail to be impressed by the widespread therapeutic 
possibilities of the remedy. But the preparation used must be fresh 
and absolutely reliable. This is a difficult matter, because the 
amount of iodothyrin in different glands varies considerably ; there- 
fore one 5-grain tabloid may contain much more of the active sub- 
stance than another. When the tabloids are exposed to the air and 
light, or if they are kept too long in stock, their activity may become 
greatly impaired. I feel sure that these facts help to explain the 
disappointing and contradictory results of thyroid treatment in the 
hands of different observers. 

Thyroid extract is not a dangerous remedy, unless in exceptional 
cases; but it is necessary, as in the use of any powerful drug, to 
carefully watch the results. Patients react very differently, and 
those suffering from goitre or myxcedema, or any other condition of 
hypothyroidism, are peculiarly sensitive to its effects. It is sugges- 
tive that in eclamptic patients symptoms of ‘thyroidism’ seem to be 
very readily induced. 

Many of the symptoms which patients develop under thyroid 
treatment are probably due to the profound circulatory changes pro- 
duced by the drug. The earliest and constant effect is a marked 
acceleration of the pulse-rate, and this is followed in a few days by 
increased warmth and flushing of the skin, due, no doubt, to the 
uniform enlargement of the calibre of the arteries. This is succeeded 
by perspiration, and still later by obvious diminution in the body- 
weight. This loss of flesh, or it may be removal of fluid from the 
body, is invariably noted, and there is ultimately much increased 
diuresis. But in the eclampsia cases increased secretion of urine 
was not an carly effect of this treatment ; it was some days before 
adequate function of the kidneys became restored. 

In the use of this remedy in eclampsia and in the pre-eclamptic 
state, can the strikingly beneficial results obtained be brought about 
entirely by the changes produced on the circulation? Supposing we 
admit—what may be taken as an established fact—that the drug 
possesses a specific action in enlarging the calibre of the vessels, that 
it fully relieves a condition of arterial spasm, is this a sufficient 
explanation of the disappearance of symptoms of a very threatening 
character? Under its use the renal vessels will become relaxed, and 
then re-establishment of diuresis will occur, for reasons which Sir 
Lauder Brunton’s researches on the action of certain diuretic drugs 
have clearly shown. Then the beginning of the successful termina- 
tion of the case is accomplished. 

I am satisfied that the value of morphia in eclampsia is to be 
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explained in the same way. In cases of ordinary puerperal eclampsia 
a hypodermic injection of morphia—and preferably a large dose— 
has no detrimental influence on the secretion of urine, but is actually 
the agent which promotes the re-establishment of diuresis. A large 
injection always produces effects on the circulation precisely similar 
to those of ‘thyroidism,’ and profuse sweating occurs. Increased 
secretion of urine is not an early effect, for the period at which the 
renal vessels become relaxed — as under thyroid treatment — is 
variable. 

The nervous phenomena of eclampsia are also controlled by 
morphia, but this is of secondary importance. The fact that the 
remedy re-establishes diuresis in eclampsia instead of abolishing it, is 
one not yet properly appreciated. 

The fear, too, of the dangerous cumulative effects of morphia, 
when renal action is in abeyance, seems to be greatly exaggerated, 
and unwarranted by facts. In the case of strychnine some recently- 
made experiments show that such a theory is incorrect.* 

With regard to the undoubted beneficial effects of large saline 
infusions in eclampsia, I have elsewhere pointed out that this is 
primarily brought about by an enlargement of the arterial calibre— 
relaxation of spasm.+ After such an infusion, the patient is in a 
condition which compares well with that of ‘thyroidism,’ and re- 
establishment of the renal secretion results. Here also the effects 
are not immediate; they may not occur for twenty-four or thirty-six 
hours. But the rationale of its action is the same as in the morphia 
or thyroid treatment, and probably in other methods of successful 
treatment the same principle is involved—relaxation of the blood- 
vessels resulting in diuresis. Saline infusions may act, in the first 
instance, by diluting the toxic blood, as has been suggested, but the 
later diuretic action is a much more important one. 

While it is possible that the excellent results of thyroid treatment 
in eclampsia are mainly due to the re-establishment of diuresis 
following upon the circulatory phenomena produced by the drug, 
yet I am disposed to think that there is something more subtle in 
its action. In eclampsia the remedy would appear to be something 
of the nature of a specific, and possibly by favouring metabolism in 
some unknown way it is able to counteract the effects of the intoxica- 
tion. It may also assist in the removal of certain urinary products 
which have accumulated in the tissues previous to the onset of con- 


* Meltzer and Salant, The Effects of Subminimum Doses of Strychnine in 
Nephrectomized Rabbits’ (Journ. of Experimental Medicine, vol. vi., No. 2). 
+ ‘Encyclopedia Medica,’ p. 194. 
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vulsions. These will be excreted early in the urine when diuresis is 
again established. 

Many suggestive facts tend to support the view that eclampsia is 
connected in some way with thyroid or parathyroid inadequacy, but 
as yet our knowledge of the functions of these glands—especially the 
parathyroids—is very incomplete. There is some evidence to show 
that the parathyroids normally deal with entero-toxins, and render 
them innocuous. 

Meanwhile, I believe that I have established the interesting and 
important fact, namely, that by producing symptoms of ‘ thyroidism’ in 
an eclamptic patient the re-establishment of the renal secretion is secured, 
and albuminuria steadily disappears. 

Before the functions of the kidneys are fully restored the other 
unfavourable features—vomiting, headache, blindness, etc.—amelio- 
rate, and the prognosis to the mother, when treatment is not delayed 
too long, is exceedingly favourable. 

As a summary of the views here expressed regarding the treat- 
ment of eclampsia, the following points may be stated : 

1. Deficiency or impaired activity of the thyroid secretion leads 
to a derangement of some part of the ‘ defensive mechanism.’ Toxic 
substances (intermediate or imperfectly converted products of nitro- 
genous metabolism) then gain entrance into the blood, and this 
coincides with the onset of the pre-eclamptic state. 

2. Diminution, and ultimately arrest of the secretion of urine, 
occurs, which allows absorption of the toxins, and this culminates in 
the convulsions. 

3. The re-establishment of the renal secretion is the one essential and 
all-important indication in the treatment of eclampsia. 

4. By producing symptoms of ‘thyroidism’ in an eclamptic 
patient the re-establishment of diuresis is secured. 

5. When symptoms of ‘ thyroidism’ are produced, it signifies that 
the bloodvessels are fully relaxed and that arterial spasm is removed. 

6. A large hypodermic injection of morphia or a large saline 
infusion produces effects on the circulatory system quite similar to 
those of ‘thyroidism.’ Both these methods of treatment lead to a 
general dilatation of the arteries, and result in the re-establishment 
of renal function. The rationale of the action of other successful 
methods of treatment is probably similar. 

7. Diuresis does not occur as an immediate effect of the general 
enlargement of the arterial calibre, produced by thyroid extract, 
morphia, or saline infusions, because the period at which relaxation 
of the renal vessels occurs is variable. 
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8. Morphia counteracts the nervous phenomena of eclampsia, and 
temporarily inhibits metabolism ; but the fact that a large hypodermic 
injection re-establishes diuresis, instead of abolishing it, is one of prime 
importance, and is not fully appreciated. 

g. The fear of the dangerous cumulative effects of morphia, when 
renal action is in abeyance, is much exaggerated, and is unwarranted 
by facts. Recent experimental evidence tends to prove that such 
fears are groundless in the case of strychnine. 

10. Under thyroid treatment many of the unfavourable symptoms 
ameliorate before the functions of the kidneys are fully restored, and 
post-partum fits apparently do not occur. If this treatment be com- 
menced early, the prognosis as regards the mother should be very 
favourable. 

11. Thyroid extract—apart from producing beneficial effects from 
its action on the circulation—may counteract the auto-intoxication by 
favouring metabolism in some unknown way. It may possibly have 
some specific action in eclampsia from its power of rectifying a 
derangement of the ‘defensive mechanism,’ or from its ability to 
render certain toxic substances innocuous. 

12. In view of a probable relationship between the thyroid gland 
system and the conditions which lead to the formation and absorption 
of toxins in pregnancy—culminating in eclampsia—treatment by 
thyroid extract should be preferred to that of morphia or saline 
infusions. Thyroid extract would seem to act more powerfully and 
permanently on the circulation than these other methods, but a 
combination of morphia and thyroid extract is sometimes invaluable. 
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CRITICAL REVIEW. 


MODERN CAESAREAN SECTION. 


By THOMAS G. STEVENS, M.D. Lonp., F.R.C.S. Ene., 
M.R.C.P. Lonp., 


Obstetric Tutor, St. Mary’s Hospital, Paddington; Assistant Physician, Hospital for 
Women, Soho Square. 


SINCE Sanger, in 1882, brought forward his improved technique of 
the operation of Czsarean section, much has been written concern- 
ing the operation, much has been done to still further improve its 
technique and results, and also to widen its sphere of application. 
This work has been largely carried out in the great Continental 
clinics, where pelvic deformities are more common than they are in 
this country or America. The improved methods have produced so 
marked a diminution in the mortality attending the operation that 
it is now performed for indications which would formerly have been 
considered unjustifiable. Since Sanger’s paper the operation has 
been modified in many respects, but the essential details remain the 
same, and no doubt its improved results are due, not so much to the 
details of technique, as to the same causes which have led to the 
great improvement in the results of all abdominal operations of late 
years. It may be safely said that no latter-day modifications have 
had such an effect on the results of the operation as Sanger’s original 
method had. This paper, however, is not concerned so much with 
the first decade after Sanger’s paper as with the next, in which it 
may be safely assumed that the improved method, having stood the 
test of time, has been employed to the best advantage, and may be 
expected to show the best results. In reviewing the literature of the 
subject, it is necessary to consider three main points—namely, the 
Indications for the Operation, the Technique of the Operation, and 
the Results of the Operation. 
THE INDICATIONS group themselves under the heads of— 


Pelvic Contraction. 

Uterine or other New Growths. 
Atresia of the Genital Canal. 
Puerperal Eclampsia. 

Placenta Prezevia. 

Unclassified Indications. 
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Pelvic Contraction.—Here, according to text-books, the indications 
may be absolute or relative: the former when Cesarean section is 
the only means of delivering a full-time child, whether living or 
dead ; the latter when some other operation, such as craniotomy or 
symphysiotemy, is possible, and may be said to compete with 
Cesarean section. Induction of premature labour is purposely left 
out of the question, because it is never an operation of necessity in 
contracted pelvis, but is only an alternative to Cesarean section when 
the decision has to be made early in pregnancy by the patient herself. 
In flat pelves and generally contracted pelves the length of the true 
conjugate diameter is taken as the guide to the indication for operation. 
Leopold and Haake,! in their paper on 50 cases of Caesarean section 
since 1893, regard a conjugata vera of 6 cm. or under as an absolute 
indication, but also agree that a large child with a rather longer 
conjugata vera also constitutes an absolute indication. In general 
this estimate is accepted by most observers as an absolute indication 
for Cesarean section, provided the child is at full time and alive. 
If the child is dead, opinions differ as to what are the possibilities of 
delivering a mutilated foetus. According to Norris’s ‘Textbook of 
Midwifery,” cephalotripsy is a difficult operation when the conjugata 
vera is 7 cm. (2? inches), and is highly dangerous when it is 6°3 cm. 
(24 inches). Tarnier, on the other hand, with his basiotribe, places 
4 cm. (12 inches) as the lowest limit, and at 6 cm. or more the 
maternal mortality of basiotripsy is practically nil. The size of 
the transverse diameter, too, must be considered in this question. 
According to Fothergill® a space of 5 by 7°5 cm. (2 by 3 inches) is 
necessary for delivery after perforation. The latter estimate probably 
is nearer the truth in practice. Tarnier’s limit in any other hands 
would probably be attended by a large percentage of failures, even 
with the basiotribe. Whitridge Williams‘ concludes that the abso- 
lute indication for Czsarean section should be extended to cases 
with a conjugata vera of 7 cm. (2? inches), and bases his conclusion 
on the fact that he has never seen a full-time child born spontane- 
ously through such a pelvis. Here, then, he believes that the 
present success of Czesarean section warrants its employment solely 
in the interests of the child, for without doubt a full-time child 
could be delivered through such a pelvis with perforation, followed 
by cephalotripsy. Reed® also would raise the limit of absolute 
indication to a conjugata vera of 2} inches in a flat pelvis, and to 
2}, or even 3 inches in a generally contracted pelvis. If this higher 
estimate is to be accepted, we can no longer truly speak of it as an 
absolute indication, because craniotomy, or even symphysiotomy, 
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come into competition. Many authors definitely state now that it is 
unjustifiable to perforate a living child; among these are Freund, 
Reed,’ and Everke." All, however, are agreed that it labour is very 
far advanced, or the patient exhausted or already infected, Cesarean 
section becomes a most dangerous operation, and under these con- 
ditions would rather perforate a living child than subject the mother 
to such a risk. Doktor® has collected a series of 22 cases of 
Cesarean section performed on women already infected, and the 
mortality was 23°5 per cent. In infected cases where the indications 
are really absolute Cesarean section, combined with total hyster- 
ectomy, gives good results, and is warmly advocated by Boldt.” 
Erb” collected cases, and showed that the operation performed late 
in labour was attended by a higher mortality than when performed 
at a chosen time. 

In considering what are the relative indications for Cesarean 
section, we have in the literature of the subject no such consensus of 
opinion as we find for absolute indications. In reviewing a large 
number of cases by different operators, it is seen that they have been 
guided, not so much by the actual size of the pelvis concerned, as by 
the history of previous labours, and often by the earnest wish of the 
patient to have a living child at any risk. Thus, Freund" cites 3 
cases with relative indications. The first, a primipara of forty-four, 
with a conjugata vera of 8°5 cm. and rigid soft parts. The second, 
a 4-para of forty-three, with a diagonal conjugate of 10 cm., anda 
post-rectal dermoid, which had produced a great cedema of the 
rectal wall, and could not be diagnosed at the time. The third, a 
5-para, with a diagonal conjugate of 8°5 cm., who wished for a living 
child. In Reynolds’” table of 19 conservative Cesarean sections, 
all the mothers and 18 children living, there are 12 contracted pelves 
with conjugata vera varying from 8 to g cm., and in all but 4 no 
living children had been previously born. In Olshausen’s”® series of 
29 cases there were 14 rachitic pelves with diagonal conjugates 
varying from 6°75 to 9*5 cm., and 3 generally contracted pelves with 
diagonal conjugates of 8 to g'25 cm. . These figures could be multi- 
plied almost indefinitely, but those quoted serve as examples of what 
is now considered by most operators a justifiable relative indication. 

In kyphotic pelves, according to R. Klein," a distance of 5°5 cm. 
between the ischial tuberosities constitutes an absolute indication, 
but Von Guérard’ managed to deliver a perforated full-time child 
through a kyphotic pelvis of which the distance between the ischial 
tuberosities was only 4°7 cm. 

In osteomalacia it is considered there is now always an absolute 
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indication, because the disease can only be successfully treated by 
abdominal section for removal of the ovaries. 

Concerning vaginal atresia as an indication, there is but little to 
be found in literature. Hirst! quotes 2 cases, both of acquired 
atresia, in which it was necessary to remove the uterus for fear of 
infection ; and this would seem to be generally the proper treatment, 
unless it could be absolutely ascertained that there was no infection, 
and that there existed some sort of canal through which the lochia 
could drain. Neugebauer! published 58 cases of Czesarean section 
in narrow and complete or partial atresia of the vagina, but the paper 
has not been abstracted, and the original is not obtainable. 

The literature of Czesarean section for labour obstructed by tumours 
is so large, and the cases vary so widely, that they cannot be 
reviewed in connection with other indications. Also, the operation 
is generally complicated by the removal of the tumour at the same 
time, and, where uterine tumours are concerned, by removal of the 
uterus itself, so that the operation no longer can be counted a 
conservative Czesarean section. 

The unclassified indications for Ceesarean section are not numerous 
in literature, and, although interesting as cases, do not lend them- 
selves for comparison with other indications. It is of interest to 
note that g Czsarean sections have been performed by various 
operators for difficult labour following upon vaginal fixation of the 
uterus, and a like number following ventro-fixation. Riihl'® discusses 
these cases, and points out why these difficulties. occurred. Here 
Cesarean section was a relative indication in most cases, for the 
chief difficulty lay in the slowness or impossibility of dilatation of 
the cervix, and might, in some at least of the cases, have been 
treated by vaginal incisions after Diihrssen’s method. Among other 
unclassified indications are—for concealed hemorrhage, by Pryor”; 
for rectal carcinoma, by Riddett®; and for fractured pelvis, by 
Weiss.”! 

For puerperal eclampsia Czesarean section has now been performed 
a sufficient number of times to consider seriously whether it should 
be accorded a place in the rational treatment of the disease. Hill- 
man” collected 39 cases up to June, 1899, and to these may now 
be added 17 others collected from various sources, not included in 
Hillman’s list. Of these 56 cases 33 women died and 23 lived, a 
mortality of 58°9 per cent. These results are not encouraging, and 
in considering this question in a recent paper G. E. Herman” gives 
statistics of eclampsia results, treated with or without accelerated 
delivery. The collective results of Goldberg, Dihrssen, Lantos, 
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Schreiber, Glockner, Olshausen, Schauta, and G. Veit,24 taken from 
a paper by the last-named, show a total of 802 cases of eclampsia. 
Of these cases, 446 were treated by some kind of operative delivery, 
with 114 deaths, a mortality of 25°5 per cent. ; 356 were not delivered 
by operation, and of them 74 died, or 20°8 per cent. Herman urges 
that many of the cases treated by operation occurred in pre-antiseptic 
times, and so the statistics do not compare favourably with latter-day 
treatment. While agreeing that carefully performed aseptic opera- 
tions are not likely to prove fatal, aggravate the disease, or injure 
the patient, Herman gives it as his opinion that—no matter what 
the operator’s skill, what the condition of the patient or her sur- 
roundings—in some places operative delivery would have a higher 
mortality than natural delivery. Further, taking the very best 
results of operative as compared with non-operative delivery, the 
difference only amounts to I or 2 per cent. (Schreiber, Glockner,”’ 
Olshausen?’). These results do not include Cesarean section, but 
all other kinds of operative delivery. The reasons given for accelera- 
tion of delivery in eclampsia is that the fits are said to cease after 
delivery. Herman contests the truth of this, and quotes statistics 
on this point from Schauta, Brummerstadt, Schreiber, Lantos, Gold- 
berg, Bidder, Diihrssen, Zweifel, Glockner, Olshausen, Wieger, 
Auvard, Goedecke, and Herman. Of a series of 2,142 cases from 
these sources, in 905 the fits ceased after delivery, and in 816 they 
continued. Roughly, this shows that in 38°09 per cent. of the cases 
the fits continued with more or less severity after delivery. On these 
grounds Herman considers that operative delivery is not urgently 
required in eclampsia, and therefore not Czsarean section, which is 
the quickest way of all of emptying the uterus. 

For placenta praevia Cesarean section has been performed seven 
times in America, once in England, and once in Italy. Zinke* 
tabulated the American and English cases, of which six had conserva- 
tive Czsarean section and two Porro’s operation. Five mothers and 
six children lived. In Mattoli’s”? case the mother lived, but the 
child was born dead. In this case the indication was the extreme 
anemia of the woman, requiring delivery by the means which would 
be attended by the smallest loss of blood. After considering a large 
series of statistics of placenta previa cases from various authors, 
- Zinke concludes that in central placenta previa, when the patient 
is a primipara, the os closed, hemorrhage profuse, and separation 
of the placenta around the internal os difficult or impossible, 


the Cesarean or Porro operations are legitimate and elective pro- 
cedures. 
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THE TECHNIQUE OF THE OPERATION.—Olshausen® gives his 
opinion that the best time to operate is when strong uterine con- 
tractions have commenced and when the cervix is soft and beginning 
to dilate. With this most authorities agree, and many give a hypo- 
dermic injection of ergotin just before beginning the operation. 
With regard to the use of an elastic tube slipped around the lower 
uterine segment to compress the vessels, many operators now dispense 
with this; Olshausen,'* who formerly used it, now has given it up in 
favour of manual compression, and states that he has less atony of 
the uterus than formerly. Leopold,'! however, still uses it, and says 
that it does not predispose to atony of the uterus. Weber*! used it 
in a good proportion of his cases. Manual compression of the vessels 
is not devoid of danger, on account of possible infection from the 
manipulation involved. The reasons urged by most observers for 
giving up the elastic compression of vessels is that, if the uterus is 
made anemic for any length of time, it may become atonic, and so 
hemorrhage may occur from the placental site. 

The chief modifications in the uterine incision are: Fritsch’s trans- 
verse fundal incision, Caruso’s sagittal fundal incision, Olshausen’s 
incision, and Sippel’s longitudinal incision after locating the placenta. 
Fritsch® first used his transverse fundal incision in 1897, and claimed 
for it several definite advantages. 

Schréder*® advocates this incision, and relates 13 cases with 
4 deaths, of which 2 were in no way caused by the operation. He 
agrees with Fritsch’s conclusions, and adds that if the operation be 
performed with the pelvis elevated, the abdominal incision may be 
made higher than Fritsch thought. Hiibl,** on the other hand, claims 
that Fritsch’s incision has no special advantages. He considers the 
bleeding is not less than with the ordinary incision, and makes use of 
Hyrtl’s picture by Heitzmann® to prove that the uterine vessels do 
not run transversely at the fundus. Hahn,** however, points out that 
Hiibl’s comprehension of this picture is not quite without objection. 
Hiibl, quoting 11 cases from G. Braun’s clinic, shows that the 
placenta was met with at the fundus in 6 out of 11 cases, and so 
considers the fundal and ordinary incisions of about equal value in 
this respect. Out of 44 cases collected by him, the placenta was cut 
in 20, equal to 45 per cent. Atony of the uterus occurred in 4 out 
of Braun’s II cases, and in 6 out of 44 collected cases; but. Hiibl 
agrees that the position of the incision has nothing to do with the 
causation of atony. Hiibl contends that adhesions are just as likely 
to form to the abdominal scar as with the ordinary incision, and 
more likely to occur to intestine. If infection of the uterus occurs, 
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the wound will become just as easily infected at the fundus as 
elsewhere. Schréder* attacks Hiibl’s conclusions, and says his 
objections are partly theoretical and partly controversial, and have 
often been disputed. His paper proves nothing for the greater 
security of the ordinary incision. With regard to the branches of 
the uterine artery, Nagel** says they run transversely at the fundus 
and parallel to each other; this view is confirmed by Waldeyer.*” 
With regard to the position of the abdominal wound as a means 
of preventing post-operative hernia, Schréder quotes Clemenz,* 
Siedentopf,** and Walla,® all of whom agree that the farther from 
the pubes the incision is made the less likely hernia is to occur. 
Gummert* agrees that hernia can be avoided by not opening the 
cavum Retzii, and advises the elevated position of the pelvis so that 
the uterus can be drawn out through a higher opening. Hiibl had 
not used the elevated position, as he did not believe one could so 
easily cut and suture a low-lying part of the uterus. If the uterus, 
drawn right out, is well protected with sterilized towels, there is no 
danger of infection with skin microbes. In this Hahn agrees with 
Schréder, and considers drawing the uterus right out before in- 
cision is a real advantage. With regard to the position of the 
placenta, Hahn* quotes Gusserow, Schréder, and Bidder, whose 
collective figures show that the placenta was only at the fundus 
8 times out of 382 cases. These figures seem to show that Hiibl’s 
statistics are unusual, and that the fundal incision is very unlikely 
to reach the placenta often. Everke’ believes that the row of 
sutures at the fundus is liable to cause a line of anemia, and so to 
predispose to bad nutrition and infection. No other author con- 
siders this point against the fundal incision. Ludwig, Hahn,*® 
Biermer,” Walla,’? Rossa,# Freund,® Gummert,* and_ Trinks,* 
all agree to the small amount of hemorrhage and to the general 
conclusions as to the value of Fritsch’s incision. Out of 94 cases, 
only 14 had bleeding of any importance (Schroder). 

Caruso** makes his incision sagittally in the fundus after com- 
pletely withdrawing the uterus from the abdomen. He says there 
is no bleeding of importance from the wound. Miranda*® even 
suggests that with this incision there is less bleeding than with 
Fritsch’s incision. 

Olshausen® makes his incision first in the centre of the fundus, 
and then prolongs it backwards or forwards according to the position 
of the placenta. He reports 30 cases with 2 deaths. Weber*! 
follows Olshausen, and remarks that it makes little difference 
whether the fundal incision is sagittal or transverse. However, 
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his cases seem to show a greater proportion of obvious hemorrhage 
than any of the transverse incision series. Sippel! locates the 
placenta first by Leopold and Palm’s method, and then makes his 
incision so as to avoid it, even longitudinally on the posterior surface. 

The comparatively small number of cases with sagittal fundal 
incision makes it impossible to make any comparison with the trans- 
verse. The cases would seem to warrant the opinion that bleeding 
from any incision must occur if large vessels are cut through; that 
efficient uterine contraction and carefully placed sutures will always 
control it. 

With regard to sutures, most authors use a double row—one for 
the muscle layers and one for the peritoneum, as in Sanger’s original 
method. The muscle sutures are tied on the surface, and the super- 
ficial sutures lie between them. There is no consensus of opinion as 
to whether it is essential to use Lembert’s sutures; most operators 
do not. Weber*! and Everke,’ however, use three layers of sutures, 
the deepest taking the decidual lining. ; 

With regard to the removal of ovaries or resection of Fallopian 
tubes so as to render the patient sterile, there is a growing tendency 
among operators to leave this procedure alone. Formerly it was the 
rule to ligature or excise a portion of the Fallopian tube after all 
Cesarean section operations. In any case, the mere ligature of the 
tube is inefficient, as several cases are known where pregnancy has 
occurred after such a procedure (Horrocks, Bland-Sutton*). 
Formerly, when uterine sutures were not used after Casarean 
section, it was not uncommon for the uterus to rupture if a subse- 
quent pregnancy took place—sometimes during the pregnancy, some- 
times during labour (Abel**). But now, with accurate suture of the 
uterine wound, such an accident is of very rare occurrence, although 
not unknown (Galabin®). Repeated Cesarean section on the same 
patient has been performed by many operators, among them McCoy,™® 
Selhorst, Coakley,” Braun-Fernwald,** Van der Poll, Lohlein, 
Olshausen,”® and Abel.** The long list of these cases goes to prove 
that there is little, if any, added risk in subsequent pregnancy and 
repeated Cesarean section on the same patient. 

THE RESULTS OF THE OPERATION.—Statistics on this point are 
apt to be misleading, because in a large number of cases many must 
occur in which the conditions are all against a successful result. In 
such bad cases the operation can hardly be called an elective one. 
When the operation is really performed as a matter of choice ona 
patient whose labour is just starting, whose health is otherwise un- 
impaired, and in whom there is not already any infection, the results 
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are extremely good. Whitridge Williams,‘ quoting from Chrobak, 
Schauta, Leopold, Braun, Olshausen, Zweifel, Reynolds, Bar, 
Charles, Cragin, in a collection of 335 cases of conservative section, 
found only 23 deaths, or 6°87 per cent. However, even in this series 
15 cases were scarcely to be called elective, and 10 deaths were in no 
way due to the operation, so these should be subtracted. This gives 
a corrected mortality of 4°06 per cent. Such results as these cannot 
but lead to the conclusion that the elective Caesarean section is an 
extremely favourable operation, and compares to the detriment of 
such mutilating procedures as craniotomy and embryotomy, with 
their 100 per cent. foetal mortality. 
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REVIEW OF CURRENT LITERATURE 


OBSTETRICS. 


Submucous Fibroid removed by Morcellement from a Gravid 
Uterus (SEELIGMANN: Centr. fiir Gyndk., No. 21, 1902).—In 
recording this case the writer states that it is unique, no record of a 
similar case being found in gynecological literature. The patient 
was aged thirty-four years; she had had three children and two 
abortions. Forceps were used for the second child, four years 
previously. In June, 1got, the menses did not appear when expected, 
but fairly severe bleeding occurred some time after. One month later 
the author found the uterus to be the size of a three to four months’ 
gestation, and diagnosed pregnancy occurring in a uterus previously 
enlarged by a growth. In August (four weeks later), violent hemor- 
rhage set in, and the os was found dilated by a projecting submucous 
myoma. 

The vagina was packed with gauze and the woman sent to 
hospital, where she arrived in a state of syncope, and with the bleed- 
ing unchecked by the tampons. Saline solution was infused, and the 
vagina repacked with fresh gauze. Five days after admission the 
cervix was split and a large tumour the size of a foetal head removed 
by morcellement. The tumour was attached by a broad base to the 
posterior wall of the uterus, reaching nearly to the fundus. After its 
removal the bed of the tumour was sutured, and the cavity of the 
uterus packed with iodoform gauze. The latter was removed on the 
sixth day. The patient recovered without rise of temperature, and 
was well by the third week after operation. The writer saw her 
in October and November (two and three months after operation), 
and found that the amenorrhcea, which began in June of the same 
year, still persisted in spite of the operation for the removal of the 
large growth, which involved splitting the uterus and subsequent 
packing the cavity with gauze. On March 2, 1902, a living child 
was born without artificial aid, after a labour lasting thirty-six 
hours. 

Quinine in Pregnancy complicated with Malaria (A. Maccr: 
La Clinica Ostetrica, April, 1902).—Twenty cases are recorded in 
which quinine was given freely for malaria in pregnant women 
without in any instance producing abortion. Maggi dwells on 
the dangers of not giving quinine in such cases; and he cites one 
instance in which foetal death and abortion at the sixth month 
occurred, presumably from the malaria, the medical attendant having 
been afraid to use quinine. In the cases in which quinine was given 
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the infants were healthy and robust. The drug was administered by 
intramuscular injection in the form of the bichloride. Instead of 
producing abortion, the quinine in these cases prevents it, and also 
saves the patient from the cachexia and anemia of malaria. 

J. W. B. 

The Causation of Eclampsia (MULLER, H.: Archiv fiir Gyn., 
1g02, Bd. Ixvi., Heft 2; ALBERT, W.: Ibid.).—These two papers 
have the same purport, and must be considered together. 

Miiller devotes twenty pages to a destructive criticism of previous 
theories, and begins the second and constructive portion of his 
paper with the assumption that eclampsia is a general intoxication. 
The place of formation of the poison, he concludes, must be the 
uterus, because eclampsia occurs only in pregnant, parturient, and 
puerperal women. The foetus and placenta are excluded as possible 
sources of the poison because the disease may begin several days 
after these have been removed from the body of the patient. 

The three leading features in eclampsia are: the nervous disturb- 
ances, the injury to the kidneys, and the fever. On these the writer 
bases a lengthy comparison between eclampsia and the ‘ resorption 
fever’ of pregnant, parturient, and puerperal women. Both con- 
ditions he considers to be general poisonings, dependent upon the 
reproductive condition of the woman. The poison in each is the 
result of bacterial action within the uterine cavity, and it is absorbed 
thence into the blood. The clinical manifestations are pyrexia, 
‘nephritis,’ and nervous symptoms. Both may occur during preg- 
nancy and during or after labour. The occurrence of convulsions in 
eclampsia the writer considers to be due to the sudden absorption 
into the blood of large doses of poison; whereas the continued 
working of smaller doses produces the minor nervous symptoms, and 
ultimately delirium and coma. He therefore considers eclampsia to 
be a special form of ‘ resorption fever.’ 

He next considers the disease as it occurs during the puerperium, 
and finds it conditioned by the presence of a quantity of destructible 
tissue, the action of bacteria, and the absorption of the products of 
their action. Passing on to deal with the eclampsia of pregnancy, 
he holds that the conditions are the same, the bacteria concerned 
being supposed to remain latent in the uterus during the earlier 
months of the gestation period. The third portion of this paper 
(which occupies altogether eighty-six pages) is a systematic descrip- 
tion of eclampsia from the writer’s point of view. His definition 
reads thus: ‘ The eclampsia of the child-bearing woman is a general 
intoxication, due to the action of bacteria within, and the ‘ resorption ’ 
of their products from, the uterine cavity. The peculiarities of this 
particular kind of poisoning and its clinical features, are due to the 
production of a poison of high virulence, and the rapid flooding of 
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the circulation with such highly toxic material.’ In discussing treat- 
ment, the writer recommends the emptying of the uterus by the 
most rapid methods available when eclampsia begins during preg- 
nancy or during labour. 

Albert remarks that in the paper noticed above Miiller has 
arrived at conclusions which are very like his own, but that he 
has failed to make any reference to the papers in which they were 
published. References are given to three of these, and Albert 
claims priority for himself with regard to his views. These are 
again published in the short paper which follows. After devoting 
some destructive criticism to the idea of the foetal origin of 
eclampsia, the writer refers to his paper on ‘ Latent Microbic Endo- 
metritis during Pregnancy,’* in which he suggested that in many 
abortions and premature labours, especially those which run a septic 
course, the cause of the condition is the presence in the decidua of 
latent micro-organisms, whose activity is renewed during pregnancy, 
or just before labour. Eclampsia he has stated to be a variety of 
latent microbic endomettritis, an intoxication which is caused by the 
action of microbes within the decidua. 

Some of the aspects of this view are next restated. The uterine 
cavity, apart from pregnancy, is well drained. During pregnancy it 
is closed up, and the products of bacterial action are pent up within 
it. This explains many septic abortions and premature births, and 
also explains why eclampsia during labour is less serious than 
eclampsia during pregnancy—drainage is more quickly established. 
When bacteria are at work in the decidua during pregnancy their 
products are absorbed into the blood-stream, and have to be dealt 
with by the liver and the kidneys. These organs are either slowly 
or quickly injured according to the quantity and virulence of the 
poisons in the blood, and the variations in the clinical picture are 
thus easily produced. The writer explains, according to his own 
view, the serious nature of eclamptic symptoms early in pregnancy, 
the frequency of the condition in primipare, the freedom from 
trouble in subsequent pregnancies, and other features of the disease. 
The frequent occurrence of fever is regarded as a sign that the 
intoxication is septic in origin. It is often possible to obtain a 
history of leucorrhcea and dysmenorrhcea before pregnancy, pointing 
to a previous infection of the endometrium. As to positive proof of 
his views, the writer mentions two cases in which women died of 
eclampsia undelivered, and definite bacterial infection of the decidua 
was established. In three other cases characteristic inflammatory 
changes were found in the decidua, showing that a local infective 
process had occurred. The writer does not hold that any particular 
organism or set of organisms is responsible for the poison of eclampsia. 


* Vide Journ. of Obstet. and Gyn. of British Empire, vol. i., p. 95- 
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Definite bacteriological work can only be done when Cesarean sec- 
tion is performed, or when patients die undelivered ; information 
will therefore be slowly obtained.—W. E. F. 

(1) The Treatment of Puerperal Eclampsia (WiLLiAm T. 
ParKE: New York Medical Journal, May 24, 1902); (2) Venesection 
and Transfusion in Puerperal Eclampsia (R. ABRAHAMS: [bid).— 
The first of these two papers deals with the general treatment of 
eclampsia from two points of view—(1) the prevention, and (2) the 
treatment during the fits. The author starts with the assumption 
that the disease is a toxemia, and would direct treatment to two 
great objects—to prevent the formation of the poison, and to eliminate 
it after it is formed. Pregnant women whose urine contains albumen 
should be put upon a diet which consists of only small amounts 
of nitrogenous food, the staple article being milk. The bowels, 
the kidneys, and the skin should all be kept active, and if the 
pulse be of high tension full doses of nitro-glycerine should be 
given. 

‘If, notwithstanding the measures detailed above, the renal in- 
sufficiency continue, and there be evidence of increasing toxzemia, 
such as headache, failure of vision, gastric disturbance, puffiness of 
face and ankles, and high-tension pulse, then labour should be 
induced at once. If, perchance, a convulsion has occurred before 
this step has been taken, forced delivery must be resorted to at the 
earliest possible moment.’ For the treatment of the fits chloroform 
is to be used, and chloral and bromide to be given by the rectum. 
In addition to this, venesection and intravenous or rectal injections 
of normal saline solution are to be employed. 

The second paper deals with the treatment of eclampsia by 
venesection and infusion of saline fluid. Four cases are quoted in 
which 18 to 20 ounces of blood were allowed to flow from a vein, 
and this depletion followed by copious injections of saline solution 
per rectum. The author continues: ‘These four cases are cited to 
illustrate the effectiveness of venesection and transfusion in puerperal 
eclampsia. In severity they can equal any; but in the unbroken 
chain of rapid success there is no record to surpass them.’ H. W. 

Albuminuria during Labour (ZANGEMEISTER, W.: Archiv fiir 
Gyn., 1902, Bd. Ixvi., Heft 2).—After an extended inquiry the writer 
arrives at the following conclusions: Diuresis towards the end of 
pregnancy is raised, and it increases up to the onset of labour. 
During labour it falls on an average about one-third, as compared 
with the last month of pregnancy. After labour there is a temporary 
increase before the excretion of urine falls to the normal. Albumen 
is found during the last three months of pregnancy in Io per cent. 
of cases examined. Casts are found in 4 to 5 per cent. of cases. 
Albumen and casts are found a little more frequently in the urine of 
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primipare than in that of multipare. In the last two weeks of 
pregnancy casts and albumen are found more frequently than before. 
Traces of albumen during the last month of pregnancy are of no 
pathological import. 

The urine of labour often contains cells from the renal epithelium. 
White blood corpuscles and a few red corpuscles also occur. Casts 
are to be found during labour in 4o per cent. of cases, but they only 
occur in quantity in 23 per cent. of primipare and 12 per cent. of 
multiparee. The occurrence of albumen and of casts is in some 
degree parallel. The presence of casts during labour cannot be 
regarded as pathological. 

The albuminuria of pregnancy and that of labour differ in nature, 
but women whose urine contains albumen during pregnancy more 
frequently than others have albuminuria during labour. The cause 
of the ‘kidney of pregnancy’ is to be sought in an error of correla- 
tion between the blood-supply and the action of the kidney. The 
increase of albumen during labour is apparently due to an increase 
in blood-pressure produced by the labour pain. W.E. F. 

Peroneal Paralysis following Labour (WINDSCHEID: Cent. fiir 
Gynik., No. 19, 1902).—The patient was aged twenty-three, a primi- 
para. The confinement occurred in hospital, on October 3, Igor. 
The pelvis was of the small, round variety, the diagonal conjugate 
measuring 4°4 inches. There were two eclamptic attacks during 
labour. The head became fixed in the pelvis; the delivery was by 
forceps, and the perineum was torn. The child had left facial 
paresis. The writer first saw the patient a month later, and noted 
that she was a frail woman with healthy internal organs, and 
except for peroneal paralysis presented no other objective nervous 
phenomena. The right foot hung down with the tips of the toes on 
the ground. On walking it was dragged along with the tip of the 
great toe on the ground; z.¢., the foot could not be placed in the 
plantigrade position. Abduction was perfect, adduction was defec- 
tive, extension impossible. Anzsthesia was absent. The general 
musculature of the leg was wasted. There was partial reaction of 
degeneration in the musculo-cutaneus nerve. Although active move- 
ment soon became restored, the electrical changes persisted for some 
time, as is frequent in peripheral paralysis. 

The cause has to do with the narrow pelvis and the use of forceps, 
especially the latter. The striking fact that only a twig of the sciatic 
was thereby injured is explained by Hiimermann, who shows that the 
fasciculus for the peroneal nerve arises from the highest part of the 
sacro-coccygeal plexus, springing from the fourth and fifth lumbar 
nerves. This part of the plexus lies on the bone, while the rest is 
protected by the pyriformis muscle. The writer marvels that such 
cases are not more common, this being the first he, as a neurologist, 
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has ever seen. Zweifel has seen one case, and Zangemeister had seen 
two such cases, in a series of 1,500 confinements. C.. dn 

Septic Utero-ovarian Thrombosis with extension to the Vena 
Cava Inferior and Right Heart (HocHE: Awmnales de Gynéc. et 
d’Obstét., May, 1902, p. 333).—The author gives a valuable account, 
both clinical and pathological, of a fatal case of this nature, the com- 
parison of the symptoms noted during life with the conditions found 
at the autopsy being of the greatest interest. A bacteriological 
examination was also carefully made, leading the observer to the 
opinion that the primary infection was gonorrhceal. 

The patient was a g-para, aged thirty-four. She was admitted 
to the Maternity at Nancy, October 6, 1899. A few days previous 
to this, when about four months pregnant, she was seized with 
abdominal pain, and lost some blood by the vagina. A foetus was 
subsequently expelled, 12 cm. in length, but the midwife who 
attended was unable to get the placenta away. On October 5, after 
very severe abdominal pain, the patient passed a large quantity 
of blood. The vagina was then plugged, and next day a fresh 
attempt was made to empty the uterus, but was unsuccessful. On 
admission to the Maternity on October 6 the patient was very ill, 
complaining of cold shivers. Her temperature was 104°8° and the 
pulse 130. The uterus was emptied, but without materially im- 
proving her condition, and vaginal and intra-uterine injections 
seemed to do little, if any, good. On October 9, pus was seen 
coming from the cervix, and the patient had a severe rigor. After an 
intra-uterine douche of iodine-water, some improvement took place, 
but on October 12 there was another rigor, and she complained of 
violent lumbar pain. The temperature was 103°, the uterus was 
large and very tender, while over the left side of the abdomen the 
superficial veins were markedly prominent. 

The uterus was curetted, and some dark-coloured shreds and 
clots removed, and it then diminished in volume. The patient’s con- 
dition, however, did not improve, and the temperature remained 
between 103° and 104°. On October 18 a systolic souffle was noted 
at the cardiac apex, audible also at the base (pulse 120), and there 
were signs of cedema at the base of each lung. She grew rapidly 
worse, and on October 24 was in a state of somnolence, accompanied 
with diarrhcea and vomiting. The urine passed was markedly 
diminished, and contained albumen. On October 28 there was 
cedema of the lower extremities. During the next few days rigors 
became more frequent. The general cedema now extended to the 
abdominal wall, and free peritoneal fluid was noted. On November 7 
further severe rigors occurred, and there was great dyspnoea, and 
she died on November ro. 


Autopsy, November 11.—Abundant free peritoneal fluid, with 
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many adhesions in the pelvis. The uterus was double its ordinary 
size, and from the region of its right cornu a swelling could be 
traced upwards along the vertebral column towards the liver. On 
dissection this was found to consist of the thrombosed utero-ovarian 
veins and vena cava inferior. The clot extended upwards as far as 
the right auricle. There was also clotting in the right ventricle and 
the pulmonary artery. In the pelvis itself the two iliac veins were 
thrombosed, while extension had occurred to the right renal and 
hepatic veins. The cavity of the uterus was found enlarged, and the 
interior wall covered with a non-foetid pseudo-membranous deposit. 
The lungs were cedematous and occupied with infarcts of different 
ages, some recent, others beginning to break down. Infarcts were 
also observed in the kidneys, and there were hemorrhagic taches 
over the surface of the liver of a similar nature. 

The author concludes that the case was one of consecutive utero- 
ovarian thrombosis following uterine infection, death being due to 
pulmonary thrombosis, infarction, and cedema. Somewhat similar 
cases following labour or abortion have been reported by Vimont, 
Kliige, etc., but they are far from common. 

Hoche rightly lays stress on the clinical symptoms observed in 
relation to the conditions found after death. The violent lumbar 
pains on October 12 probably indicated the initial thrombosis of the 
vena cava inferior, while on the 18th the cardiac souffle and pertur- 
bation showed the extension to the heart itself. The author 
attributes the intestinal symptoms and diarrhcea to the extension of 
the thrombotic process to the interior of the liver and the embarrass- 
ment of the portal circulation. On October 24 vomiting, somno- 
lence, albuminuria, and marked diminution of the quantity of urine 
passed (one half), very probably pointed to the obliteration of the 
right renal vein, supporting Raynaud’s view, that blocking of the 
renal veins leads to albuminuria. Then, on October 28, followed 
cedema of the lower extremities and abdominal walls, as the oblitera- 
tion of the veins became more complete. 

The writer attempts to differentiate distinct stages of the 
thrombotic process according to the regions attacked—viz., uterine, 
caval, renal, iliac, hepatic, etc.—and points out that, in his own 
case, each stage was more or less signalized by symptoms worthy of 
the closest attention. 

Turning now to the etiological or pathogenic side of the question, 
how can such a process arise? The case reported above was prob- 
ably a secondary thrombosis, the process having started in the 
uterine veins. The infective process which followed on an abortion 
at about the fourth month, with infection of the uterine mucosa, 
rapidly penetrated the uterine walls, and areas of intense inflamma- 
tion could be demonstrated in microscopical sections amid the 
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muscular layers, especially in the regions of the bloodvessels. These 
areas consisted of diffuse leucocytic infiltration, which in places was 
breaking down into microscopic abscess cavities analogous to those 
observed by Hautcheff in the course of blennorrhagic cervicitis. 

In spite of numerous researches upon microscopical sections, 
Hoche could not discover a definite micro-organism, but he is of 
the opinion, from the nature of the case, that it was due to the 
gonococcus. 

Bacteriological examinations made by Thiry were as follows: 
Cultures of the blood made on October 15 and 25 remained 
sterile. After the autopsy further cultivations were made from 
the liver, lungs, spleen, blood, and the clots in the vena cava. 
The blood from the vena cava gave rise to numerous colonies 
having the characters of staphylococci and colon bacilli. From 
the spleen, cultures on tubes of solid serum showed micrococci 
joined in pairs, decolorized by Gram’s method, but which did 
not give rise to new colonies. Inoculated on mice they had no 
effect. Micrococci from preparations of the pus and from the spleen 
were not sufficiently characteristic to warrant a definite conclusion. 
The ordinary pyogenic organisms were not much in evidence, nor 
was there any trace of tuberculosis, and the author, therefore, 
inclines to the view that the case was really one of gonorrhceal 
infection. 

The paper concludes with an excellent bibliography of recent 
cases. C. H.R. 

On the Artificial Utilization of the Extra-Embryonic Portion 
of the Ovum (L. Boucuacourt: L’Obstétrique, May, 1902).—This 
article is a complement to that abstracted in the April number of 
this journal. He begins by quoting the opinion of Deventer that 
‘observations on the after-birth and its uses are more curious than 
useful to members of the profession.’ Bouchacourt admits that the 
practical value of his work is mil; he thinks, however, that those 
who spend their leisure in historical research should publish the 
results of their labours. 

Among early writers who advocate the therapeutic use of 
placenta, the names of Cosme Viardel (1671) and of Jean Ruleau 
(1704) were omitted in the previous article. Further, Boucha- 
court has now got direct evidence of the organo-therapeutic use of 
placenta in Morocco. Raynaud now writes to him that women in 
that country eat the placentas of cats as a cure for sterility. Also 
the reason ascribed in Morocco and other Mussulman countries for 
preventing animals from eating the after-birth is that if they do so 
they produce male offspring only, and the production of females is 
more profitable. 


Since his previous communication the author has had the 


70 Journal of Obstetrics and Gynecology 


satisfaction of receiving several corroborations of his theories. 
Keiffer of Brussels has come to the conclusion, quite independently, 
that the swelling in the breasts of newborn infants is due to a soluble 
ferment produced in the placenta. 

Placentophagy is a thing of the past, but let us consider the various 
virtues attributed to the after-birth. In the Hippocratic therapeutics 
of the mother the membranes enter, along with earthworms, into a 
compound vaginal pessary for facilitating conception. Jacques 
Duval (1612) recommended the application of cow’s placenta to the 
surface of the mother’s abdomen in cases of tedious labour. In the 
middle ages a placental poultice was recommended for the relief of 
after-pains. Nicolas Lemery (1697) made use of the fresh, warm 
placenta, preferably that of a boy, applied to the face, to get rid of 
freckles. Guillemeau and Portal, among others, thought the applica- 
tion of the still hot placenta to the child the best of restoratives for 
feeble or apparently stillborn infants; but Peu (1664) blames 
midwives for hurrying the delivery of the after-birth in order to 
apply it to the child. Moriceau mentions the practice of placing 
the placenta in boiling water or boiling wine without dividing 
the cord, whereby spirits are carried to the foetus through the 
vessels of the cord. De la Motte seems to approve of this treat- 
ment, while Roederer condemns it. Wedelius, in the eighteenth 
century, mentions the use of blood hot from the placenta, as does 
also Haffenresserius, for removing neevi—in fact, the latter says this 
treatment has been successful in his own hands; other authors 
mention this treatment, which seems to be in use at the present 
time. Bouchacourt suggests that as the placenta is highly 
putrescible it may be that septic inoculation of a nevus may 
occasionally cause its disappearance, just as sometimes happens after 
vaccination. Witkowski mentions that sometimes the after-birth is 
burnt beside an apparently stillborn child. 

Bouchacourt then proceeds to consider the ‘ moral’ uses of the 
after-birth, and has collected a series of grotesque beliefs of its 
virtues among different peoples. Beginning with the caul, he 
quotes from Sue le Jeune (1779) who asserts that the first mention 
of it is to be found in the writings of lius Lampridius, the 
historian, who lived in the reign of Constantine. Antoninus was 
born with a caul, and so received the cognomen of Diadumenus. 
This happy presage received a brilliant confirmation when he became 
Cesar. The French expression coiffé bears out this idea better than 
the English term ‘ born with a caul,’ for, as is pointed out in this 
article, the English look upon the caul merely as a protection from 
drowning. A®lius Lampridius was convinced of the value of cauls, 
more especially to advocates, who used to buy them from the 
midwives. Theodore Balsamont, Patriarch of Antioch, in the 
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twelfth century, records that a certain Petus bought such a caul to 
improve his eloquence, and was formally censured in consequence. 
Chrysostome fulminates against such practices, while Paul Jove, a 
physician and Bishop in Italy in the sixteenth century, ascribes the 
good-fortune of Ferdinand Duval to his birth-caul. Bouchacourt 
next proceeds to show that in some cases these beliefs may have 
had some scientific foundation ; for example, Ambroise Paré believed 
that the caul was advantageous to the mother also, as indicating 
.an easy labour. Various writers are quoted to show that there 
were some who protested against these superstitions, but to the 
present day the belief obtains in Brittany that the wearer of a 
caul amulet is sure of drawing a good number in the conscrip- 
tion. In the Morvan district the fragment of umbilical cord which 
drops off from the navel is worn to obtain the same luck. This 
fragment is preserved by the parents, and when the child first 
takes a cutting tool in his hand this must be the first thing cut. 
Somewhat similar practices are recorded in Asia, Oceania, Africa, 
and North America. In early times the placenta was religiously 
burnt, but from the seventeenth century in France this was 
considered bad for the mother. As the author suggests, midwives 
were in a hurry to burn the placenta when they were not sure that 
they had got it all away; accordingly, a burnt placenta entailed 
-death from sepsis to the mother. The Annamites bury the placenta 
with the clots and all objects soiled by them in a spot unknown to 
the mother. Some of the Red Skin Indians bury the placenta at 
the place where the delivery occurred. This was observed among 
them when they had an encampment in the Jardin d’Acclimatation. 
In the Marquesas Islands the after-birth is buried in some much 
frequented path, so that every woman walking over it may become 
pregnant. Witkowski asserts that in Vienna the placentas are all 
collected and burnt in a great crematorium. As mentioned above, 
there is some prejudice in French country districts against burning 
the placenta, which is either buried or thrown on to the dunghill. 
E. 
Clamp for the Umbilical Cord (GELLI: Bollettino d. Soc. Toscana 
di Ostet. e Ginecol., i. 13, January-February, 1902).—The writer 
recommends a clamp for the umbilical cord in place of the usual 
ligature, as being more easily sterilized and more quickly applied 
when dangerous conditions of the mother (¢.g., haemorrhage) super- 
vene. The instrument recommended by Gelli is shaped like a 
safety-pin, but of course without the sharp point. He has used it in 
six cases with success. In one case the cord dropped off on the 
third day. J. W. B. 
Congenital Hypertrophy of a Single Functional Kidney as a 
Proof of Renal Activity during Feetal Life (PALM, H.: Archiv fiir 
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Gyn., 1902, Bd. Ixvi., Heft 2).—The writer gives a restatement of the 
various arguments hitherto advanced in support of the view that the 
kidneys are active during intra-uterine life. He then describes the 
case of a congenitally defective infant, and some anatomical and 
experimental work undertaken in connection therewith. 

On January 2, rgo1, a child was spontaneously born which had 
an umbilical hernia, atresia ani, and a conformation of the external 
genitals which rendered impossible the immediate determination of 
its sex. The symphysis also was unformed. Previous pregnancies, 
also the present pregnancy, labour and puerperium were normal. 
The child was at once taken into hospital. A clear fluid was noticed 
to escape drop by drop from a small opening in the neighbourhood 
of the urethral orifice. This admitted a fine probe into a cavity, 
which was naturally supposed to be the bladder, but next morning 
meconium escaped from it mixed with urine, the presence of a cloaca 
being thus established. On January 23 the umbilical hernia was 
dealt with by operation. Though the child took food well, its weight 
decreased steadily; at birth it was 2,100 grm., on the eleventh day 
1,800 grm., on the sixteenth day 1,740 grm. The stools, which were 
normal for some time, became green and offensive on the nineteenth 
day. On the twenty-sixth day an artificial anus was established in 
the lower part of the abdominal wound. The child died on the 
twenty-eighth day. 

At the autopsy the details of the malformations were ascertained, 
but the facts of importance with reference to the subject of this 
paper were as follows: No left ureter could be found, and the left 
kidney was not discovered until, after special preparation of the parts, 
it was seen to be represented by a mass the size of a plum-stone 
embedded in connective tissue in the normal situation. The right 
kidney, on the other hand, was very greatly enlarged, and com- 
municated by its ureter with a bladder which had also an opening 
into the rectum. The small left kidney had the form of a bean, 
measuring 2°4 cm. by 1 cm. Its covering of fat and connective 
tissue could not be separated from the renal tissue. No ureter 
was discovered. Microscopic examination proved the existence of 
renal tissue, sclerosed and showing small-celled infiltration. The 
details of structural alteration observed are unimportant, as the 
organ was clearly incapable of functioning. 

The enlarged right kidney measured 4°9 cm. by 3°5 cm. by 
2.9 cm. Its weight was 15 grm., with a body-weight of 1,740 grm. 
(The ordinary weight is 10 to 11 grm, with a body-weight of 2,400 
or 2,500 grm.) On section, and on microscopic examination, no 
abnormalities were observed other than hypertrophy. The writer 
considers that this overgrowth could not have occurred during the 
twenty-eight days of extra-uterine life of the child, but must have 
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been due to compensatory hypertrophy occurring during intra- 
uterine life. 

Lomer found no increase in the size and weight of the kidneys 
of children during the first eight to fourteen days of extra-uterine 
life. The writer found considerable growth in the kidneys of young 
guinea-pigs during the first few days of their life. But these animals 
doubled or trebled their body-weight during the period of observation, 
which the human infant does not do. When, however, one kidney 
was removed from a new-born guinea-pig, the remaining kidney was 
found, after two or three weeks of life, to have increased in size and 
weight from one-tenth to one-third more (in relation to body-weight) 
than the kidneys of control animals. Microscopic examination 
revealed broadening of the parenchyma, enlargement of the glomeruli, 
and increased size of the tubules, just as in compensatory hyper- 
trophy in the human subject. These alterations were absent in the 
congenitally enlarged kidney under consideration, which points to the 
conclusion that its growth occurred during intra-uterine life, and not 
during the twenty-eight days after the birth of the child, hyper- 
trophy and hyperplasia in combination producing the enlargement 
noted. The writer concludes that the kidneys are the main channel 
of nitrogenous excretion in the foetus, and that if one kidney be 
absent the other takes on its function. If, however, both kidneys 
are absent, excretion is performed during foetal life by other organs. 


GYNASCOLOGY. 


The Pathological Anatomy of Pseudo - Endometritis (Van 
MEERDERVOORT: Rev. de Gynécol. et Chir. Abdom., March and April, 
1902).—Under the above title the writer describes that condition of 
the mucous membrane of the uterus known also by the name of 
‘chronic hyperplasia of the endometrium.’ He considers that this 
condition, with all the various microscopic appearances which it 
presents, is not inflammatory, but is really due to a chronic cedema 
of the mucous membrane. 

To the naked eye the chief alterations from the normal are 
thickening of the endometrium and softness to the touch; while 
under the microscope there is always extreme dilatation of the 
bloodvessels, with swelling of their endothelial lining. During 
normal menstruation only the superficial layers of the endometrium 
are cedematous (infiltrated with serum and blood), but in pseudo- 
endometritis a similar oedematous infiltration affects the whole thick- 
ness of the mucosa. 
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In the normal mucous membrane the glands are circular on 
transverse section, and their cavities present the same sizes both in 
the superficial and deeper parts; the cells lining the glands are 
cylindrical, and possess elongated nuclei, and there is never any 
secretion to be seen in the gland cavities. In pseudo-endometritis 
there is irregular dilatation of the glands, usually most marked in 
the superficial parts of the mucous membrane, and there is often a 
good deal of retained secretion. There are changes in the epithelial 
lining of the glands in pseudo-endometritis; the cells become 
swollen and granular, and the nuclei become oval or circular ; 
sometimes the lining epithelium is continuous and indistinguishable 
from the intraglandular secretion. 

Four chief types are described : 

1. The glands on section have the appearance of corkscrews, due 
to irregular dilatation ; this is most marked superficially. The lining 
cells are generally not much swollen; the interglandular connective 
tissue is more or less swollen and degenerated. 

2. There are small ingrowths into the glands (‘ papillary vegeta- 
tions’), associated with irregular dilatation. The lining cells are 
often swollen and lobular, and there is much retained secretion. 
The interglandular tissue is scanty. 

3. There is hypertrophy of the interglandular connective tissue 
(‘interstitial hyperplasia’). In some parts the glands seem to con- 
tain others—i.c., a tube (or tubes) within a tube. This appearance 
is due to a process of invagination, which is often very complicated, 
and produces different appearances. 

4. The glands are lined with the two layers of cells, the change 
being generally most marked when there is extensive ‘ interstitial 
hyperplasia.’ This variety is often associated with the preceding, 
but may occur alone. 

All these varieties are, according to the writer, the results of an 
identical process—namely, chronic cedema. G. D.R. 

The Enucleation of Uterine Fibromata per Abdomen (Louts 
LousEet: Rev. de Gynécol. et de Chir. Abdom., March and April, 
1902).—The writer describes the operation employed by Tuffier, and 
bases his conclusion on the results of thirty-four cases, ten of which 
he has been able to watch after operation. Uterine fibromata are 
innocent tumours, and if enucleation gives satisfactory results, such 
a procedure is better than removing the entire uterus. Hamorrhage 
and pain were the two chief symptoms that called for operative 
interference in the writer’s thirty-four cases. In all, the symptoms 
were immediately relieved, and in the ten cases which have been 
watched the relief has been permanent; moreover, the uterus has 
resumed its natural size and shape. In one case Tuffier had occasion 
to open the abdomen a second time, eighteen months after he had 
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removed a uterine myoma weighing 3 pounds by enucleation, and he 
found that it was impossible to tell that the uterus had ever con- 
tained such a tumour. He considers that this process is similar to 
that of involution after labour. 

Advantages claimed for the Operation——(1) Immediate and perma- 
nent cessation of symptoms (hemorrhage and pain) ; (2) removal of 
the tumour ; (3) preservation of the uterus, which may subsequently 
become gravid; (4) an artificial and premature menopause is not 
produced, as by hysterectomy. 

Results of Operation.—Thirty-four cases are recorded, with four 
deaths (?.c., a mortality of 11°76 per cent.) and thirty cures. It is 
claimed that only one death was due to the operation itself, the other 
three being the result of sepsis, due to contamination of the hands of 
the operator during a previous operation on a septic case. 

Granting that only one case died from the operation, the 
mortality is reduced from 11°76 per cent. to 2°94 per cent. This 
compares favourably with the results of hysterectomy. The recent 
statistics referring to hysterectomy are as follows: Ricard (1899), 
1,232 cases of total hysterectomy, with a mortality of 9°68 per cent. ; 
1,058 cases of supravaginal hysterectomy, with a mortality of 4°5 per 
cent. Bouilly (1901), 94 cases: go supravaginal, and 4 total hyster- 
ectomies, with 5 deaths—.ec., a mortality of 5°3 per cent. 

Operation—The abdomen is prepared as for abdominal section, 
vagina douched, cervix dilated as much as possible with laminaria 
tents, vagina packed with gauze. The abdomen is opened, and 
the tumeur is then ‘harpooned’ with a special hook and drawn 
forward out of the abdomen as much as possible; antiseptic com- 
presses are now packed round the uterus so as to prevent any blood, 
etc., from entering the peritoneal cavity. 

The patient is next placed in Trendelenburg’s position, and a 
duck-billed retractor is inserted into the lower part of the abdominal 
wound. A median longitudinal incision is made into the tumour 
so as to completely divide the capsule. If the incision is in the 
middle of the tumour, hemorrhage is very slight, but if it is to 
one side there may be smart bleeding. The tumour itself is next 
‘harpooned,’ and by means of a spatula and traction on the hook it 
is enucleated from its capsule: there is practically no hemorrhage. 
The uterine wound is closed by two rows of interrupted catgut 
sutures, one including all the wall of the cavity, except the peri- 
toneum, and being buried; the other only includes the peritoneum. 
The abdomen is closed in the usual way. 

If several tumours are present, they are removed, if possible, 
through the first incision. Even a tumour of the posterior wall may 
be removed by an incision in the anterior wall being extended deeply, 
so as, if necessary, to open the uterine cavity. Tuffier avoids re- 
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moving any part of the uterine wall even after the enucleation of 
large tumours. The cavities from which tumours have been 
enucleated usually immediately shrink up, so that the walls come in 
contact with each other. If the uterine cavity is opened, a rubber 
tube is passed from the cavity from which the tumour has been 
enucleated, through the cervix (previously dilated) into the vagina. 

Possible Objections to the Operation.—(1) Hemorrhage. There was 
no case of either primary or secondary hemorrhage in the thirty- 
four cases recorded. In order to avoid it, it is important that the 
incision should be in the middle of the tumour. (2) Impossibility 
of being sure that all the fibromata in the uterus have been removed. 
The writer does not consider that this objection is a valid one; he 
thinks that even the smallest tumour can be detected and removed. 

Contra-indications to the Operation.—(1) Too many or too large 
tumours. Tuffier has removed as many as seventeen tumours from 
the same uterus. (2) The presence of bilateral lesions of the tubes 
or ovaries. (3) Absence of a capsule limiting the tumour. (4) De- 
generative changes in the tumour. G. D. &. 

Myomectomy: its Place in the Treatment of Fibromyoma 
of the Uterus (BEVERLY CAMPBELL: Annals of Gyna@cology and 
Pediatry, February, 1902).—The author points out that this opera- 
tion is strictly along the lines of conservatism, and can only appeal 
to those who recognise the fact that it is the sexual system of woman 
that is largely responsible for her individuality. Her disposition, 
likes, dislikes, and frequently her mental equilibrium, are dependent 
upon the possession of healthy, functionating sexual organs. Hence, 
to preserve the uterus and its appendages is one of the chief aims of 
gynecology. 


The author advances the following arguments in favour of myo- 
mectomy : 


1. In young women the conservation of the uterus and ovaries 
makes motherhood possible. 

2. The operation is reasonably safe, and is applicable to quite a 
large percentage of cases if performed early. 

3. Very many women may be saved years of suffering and yet 
retain their uterus and appendages. 

4. That as fibromyomata of the uterus are now diagnosed much 
earlier than formerly, owing to the advancement in our science, a 
larger percentage of cases will be amenable to treatment. 

His conclusions are as follows : 

1. Myomectomy should be the method preferred in every case 
where it is possible to perform it without extra risk to the patient, and 
where the ovaries can be conserved with the uterus. Operative inter- 
ference should be advised in every case of fibromyomata where, after 
a careful examination, myomectomy is considered possible. 
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2. The operation of myomectomy is at all times as safe in cases 
where it is applicable, as hystero-myomectomy and pan-hysterectomy, 
and very many times almost a minor procedure practically free from 
risk. 

3. The early diagnosis of fibromyomata should be insisted upon, 
with a view to enlarging the percentage of cases to which myomectomy 
may be applicable. G. A: C. 

The Diagnosis of Carcinoma of the Corpus Uteri (CHARLES 
GREENE CumsTON: Annals of Gynecology and Pediatry, March 
1902).—The author, in discussing the diagnosis of carcinoma 
of the uterine body, thinks that the greatest stress should be laid 
on the clinical evidence, the microscope often being fallacious in 
its findings in these cases. Pain being a late symptom is not of 
much use in helping towards a diagnosis. In young women, bleeding 
due to carcinoma appears at an early date, and usually occurs at 
menstruation, or there may be bleeding between the periods on 
exertion or emotion. In older women it occurs at a more advanced 
period, and is usually intermittent and irregular. In women past 
the menopause carcinoma of the corpus develops slowly and silently, 
and even a local examination may be negative if great care is not 
used. Leucorrhcea is of little value, and according to the author’s 
experience abundant hydrorrhcea, a sign on which so many gyne- 
cologists have insisted, may be completely absent during the entire 
period of growth. It is only by local examination, combined with 
digital examination of the interior of the uterus, that an early 
diagnosis can be made. 

Supposing a tumour is found, the next questions are, Is it a 
cancer ? and, if so, what type ? 

In young women sarcoma is the most usual malignant growth 
of the uterine body; in women over fifty, carcinoma. The symptoms 
of sarcoma are pretty much the same as those of carcinoma, but the 
irregular papillomatous surfaces which are felt projecting into the 
cavity on digital examination differ in sarcoma; the base of the 
excrescences is broad, and they give fairly large and regularly round 
nodosities, while in carcinoma the condition found is usually little 
irregular granulations without any decided shape, but more numerous. 
They are also very hard and friable, whilst sarcomatous tissue is 
softer and more elastic. Lastly, there are the microscopical differ- 
ences between the two growths, the vascular supply being carefully 
studied. Carcinoma is well supplied with arteries and veins, whilst 
capillaries are distributed throughout the stroma of the neoplasm ; 
all the vessels having a distinct wall, whilst sarcoma is irrigated by 
a system of limited lacune, formed by the embryonal cells and without 
any proper walls. In sarcoma the glands have disappeared. 

The author then discusses the various diseases—metritis, fibromata, 
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polypus, and tuberculosis—which may be mistaken for malignant 
disease of the uterus, and points out that when carcinoma is com- 
plicated by hematometra a differential diagnosis must be made 
between pregnancy, ovarian cyst, or cystic fibroid. 

Chronic Metritis—In elderly women there is great similarity 
between this disease and malignant disease of the body. It appears 
about the same age, and is characterized by pain, bleeding, and 
leucorrhoea, which may be focetid, and on digital examination the 
mucous membrane is found considerably thickened and generally 
rough, studded with villosities, or covered with fungous granulations 
sometimes as large as a raspberry. | Clinically, the discharges in 
metritis are of a muco-purulent nature, while in carcinoma the secre- 
tions are serous. Elevations of temperature are also met with during 
the progress of metritis; in carcinoma only when the peritoneum has 
become involved. The diagnosis is, however, principally to be based 
on the duration of the disease. Microscopic examination may give 
no clue, but in metritis there is a basement membrane forming an 
external covering to the tubes of the glands, and the ciliz of the 
gland cells are present; whilst in carcinoma both these are absent, 
and the glands of the mucous membrane penetrate into the muscular 
coat. 

Fibromata.—The progress of fibromata is far less rapid than that 
of a malignant growth, and when once removed they do not return. 
The pain is intermittent, in malignant disease continuous. If the 
fibroid has softened and gives rise to a foetid discharge, this discharge 
is acid; the secretion from a malignant growth is putrid with a 
cadaverous odour. 

Polypus.—As a rule, there is very little difficulty in arriving at a 
correct diagnosis ; but if the polypus gives rise to metrorrhagia and 
a serous discharge, and perhaps becomes inflamed or gangrenous, 
it may have to be differentiated from the so-called cauliflower epi- 
thelioma. 

Tuberculosis.—This attacks the uterus during the active sexual life ; 
it is uncommon. Usually it is met with in those patients who present 
a tubercular pulmonary lesion. It does not give rise to bleeding, but 
simply to a thick, yellow discharge, which may become fetid, but is 
much less in quantity than that met with in carcinoma. 

G. A.C. B. 

Results of Hysterectomy for Cancer of the Uterus (GLOCKNER: 
Cent. fiir Gynik., No. 19, 1902).—At the Obstetrical Society of 
Leipsic, January, 1902, Glocknér published the results he obtained 
by hysterectomy for cancer of the uterus during a period extending 
from April 1, 1887, to July 1, 1901. In the statistics 974 cases are 
included; of these 260, or 26°7 per cent., were considered operable. 
The average age of all cases was 45°5 years; cases of corporeal 
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carcinoma considered separately gave an average of 53'7 years; 
23°7 per cent. of the patients had passed the menopause; 78 per 
cent. of the cases of cancer of the body had passed the climacteric ; 
2°5 per cent. of patients were nulliparous. In the cases of corporeal 
cancer 8°7 per cent. were nullipare. The average number of births 
for each patient was 5°8. 

The starting-point of the cancer could not be established with 
certainty in 30 per cent. of the cases. Carcinoma of the body was 
present in 10 per cent., of the portio in 38 per cent., of the cervix 
in 21 per cent. of subjects. 

Vaginal hysterectomy was performed in 86°5 per cent., abdominal 
hysterectomy in 1°5 per cent., and the combined method of pan- 
hysterectomy in 18 per cent. of all the cases. The ligation method 
was employed in 42°7 per cent., forcipressure in 48°I per cent., com- 
bined ligature and clamp in 8°8 per cent. of the operations. 

The peritoneum was closed in 45°25 per cent. only. The adnexa 
on both sides were removed in 60 per cent. of the cases. The primary 
mortality reached 8°46 per cent., excluding two cases of death from 
diabetic coma. 

Vaginal hysterectomy yielded a primary mortality of 5°48 per 
cent.; the parasacral method, 28°5 per cent.; the combined (vagino- 
abdominal) method of operation, 20 per cent. The mortality, con- 
sidered from the point of view of dealing with the vessels, gave the 
following results: (1) Ligation, 11°7 per cent.; (2) clamping, 4°8 per 
cent.; (3) combined ligature and forceps, 4°3 per cent. 

Seven deaths were due to sepsis, 2 to pyzmia, I to ileus, I to 
perforative peritonitis, I to erysipelas, 1 to cystitis, and 2 to diabetic 
coma. Injury to adjacent structures occurred nineteen times—+.e., 
in 7°3 per cent. of all cases. 

The final results are based upon Winter’s statistical rules. All 
cases admitted of being followed up with the exception of six. 
‘The number of absolute cures’ (Winter) amounted to g°7 per cent. 

The question of the final ‘cure,’ as it concerned the age of the 
patients, showed that in patients under forty-five years occurred 
36°3 per cent. of the final ‘cures’; from forty-five to fifty-five years, 
29°4 per cent.; and from fifty-five years onwards, 58°3 per cent. 
Recurrence took place during the first year in 71°7 per cent. of the 
cases operated upon. The average duration of life in women suffer- 
ing from recurrence after operation was nineteen months. C. L. 

Secondary Ovarian Carcinoma following Cancer of the Stomach, 
Intestine, and other Abdominal Organs (SCHLAGENHAUFER: Monats. 
fiir Geburts. und Gynak., Supplement, April, 1902, p. 485).—There is much 
variety of opinion as to the frequency of secondary ovarian carcinoma. 
Some hold it to be very rare; others believe that the majority of 
double malignant ovarian tumours are cancers, usually metastatic. 
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Rathert has stated that if both ovaries are carcinomatous they should 
not be removed before one has ascertained whether the disease is a 
metastasis from a cancerous stomach. On the other hand, Lamparter 
suggests that the tendency to malignant degeneration may be present 
in various organs at the same time, and as a result primary carcinoma 
of the stomach, etc., may be met with at the same time as primary 
ovarian carcinoma. The writer has had the opportunity of studying 
8 cases, and has found records of 71 others in the literature. In 
his cases he could prove from histological and clinical evidence, that 
the tumours in both situations were associated, and that the ovarian 
carcinoma was secondary to the carcinoma of the stomach. 

Of the 79 cases in which there was malignant disease of both 
ovaries, 61 had also malignant disease of the stomach, 10 of the 
bowels, 7 of the bile ducts, and 1 of the suprarenal body. 

The diagnosis in these cases was established in some instances 
microscopically, in others only by the naked eye. There were : 


36 cases of cancer of stomach. 

~Cancer of the pylorus. 
4 » ulcer of the stomach. 
3 5, sarcoma of the stomach. 

1 case of endothelioma of the stomach. 
I ,, chronic gastritis. 
,, tumour of the pylorus. 

2 cases of ‘ probable tumour of the stomach.’ 
7 ,, cancer of the large intestine. 
2,4, ‘probable tumour of the large intestine.’ 
1 case of ‘ malignant adenoma of the ileum.’ 
7 cases of ‘carcinoma of the bile ducts.’ 
I case of carcinoma of the suprarenal gland. 


It is probable that the four cases of ulcer of the stomach were of 
a cancerous nature, but they were not examined microscopically. 
The cases of sarcoma of the stomach showed on histological examina- 
tion that both the primary tumours and the metastases in the ovaries 
were of a mixed cancero-sarcomatous nature, and Schlagenhaufer 
concludes, after a study of the records of the cases, that probably 
all the primary tumours in the stomach, bowel, or other abdominal 
organs were carcinomatous. 

As to the tumours in the ovaries— 


29 were classed as carcinoma. 
carcinoma of the ‘ Krukenberg type.’ 
colloid cancer. 
adeno-carcinoma. 
alveolar cancer. 
diffuse carcinomatous infiltration. 
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I was classed as endothelial carcinoma. 

I was Pe adenoma. 

5 were sarcoma. 

spindle-celled sarcoma. 

fibro-sarcoma. 
myxomatous fibro-sarcoma. 
myo-fibroma. 
endothelioma. 


+ « ‘ ovarian cysts with cancerous degeneration. 


10 without definite diagnosis. 


The most frequent diagnosis was therefore cancer in one form or 
another, and the writer tries to prove, by reference to the published 
records of the cases classed as sarcoma and endothelioma, that prob- 
ably they were really carcinomatous. He does not believe that these 
cases are simply fortuitous combinations of cancer in the stomach, 
etc., and cancer in the ovaries. He also believes that the primary 
tumour is the gastric or intestinal one, because the stomach and 
intestine are not common sites for metastatic growths. In all cases 
of malignant ovarian tumours a thorough examination of the stomach 
and the gastric juice should be made. Frequently the symptoms of 
the ovarian tumour overshadow those of the primary growth in the 
stomach, which is often not discovered till after death. 

The ages of the patients were as follows: 


I was 17 years old. 
BW 
3were20 , 4, 
»» Over 20 and under 25 years old. 
under 30 years old. 


” 50 ” 
between 50 and 61 years old. 

In all there were twenty-one cases under thirty years. Kraus 
has pointed out that secondary ovarian carcinoma is most frequent 
in women whose ovaries are still functioning actively—i.e., between 
puberty and the climacteric. In very old people with cancer of the 
stomach a metastasis in the ovary is extremely rare. The writer 
sums up his conclusions as follows : 

A large number of all double, solid malignant ovarian tumours 
are carcinomatous, and probably metastatic. The cases of so-called 
combination of malignant ovarian’ tumours and neoplasms of the 
stomach, bowel, or other abdominal organs should be regarded as 
cases of secondary and primary infection. The histological characters 
of the metastases in the ovaries are various, according to the nature 
of the primary tumour. A confusion of the ovarian carcinoma with 
endothelioma or ‘ Krukenberg’s tumour’ is easy. In all cases of 
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double, solid ovarian tumours a thorough examination should be 
made of all the abdominal organs, especially the stomach, and 
special attention should be paid to vomiting or ascites. 
R. W. McK. 

Primary Cancer of the Fallopian Tube (SALVATORE FABozz1: 
Archiv Ital. di Ginecologia, v., 124, April, 1902).—The patient was 
forty-eight years of age, and suffered from metrorrhagia, pain in the 
pelvis, and swelling of the lower part of the abdomen. A hard, 
irregular tumour was felt in the right side of the pelvis, pushing the 
uterus to the left. There was also a nodule to be felt in the uterine 
fundus at the right side. The affected parts were removed by 
abdominal section (‘annexiotomy’). Unfortunately, the patient 
succumbed to peritonitis on the fourth day. The tumour was the 
size of a large potato, and was situated in the ampulla of the right 
Fallopian tube. Microscopically it was a papillary-alveolar carci- 
noma. The nodule on the uterine fundus was of the same nature, 
and the author believes that it was metastatic in origin, the tubal 
tumour being primary. The malignant process had begun in a 
proliferation of the epithelium of the tube, and this had extended to 
the other layers of the tube wall. The uterine walls and mucous 
membrane were normal. j. W. 3. 

Laparotomy by Curved Transverse Incision near the Sym- 
physis Pubis (Kiistner’s Method)—(V. FELLENBERG: Cent. fiir 
Gyndk., No. 15, 1902).—Kiistner in 1897 first described the flap 
method of dealing with the skin and superficial layers of fascia which 
he adopts in laparotomy. The principle underlying this skin in- 
cision is the same as that advanced by Kocher for the operation of 
enucleating tubercular cervical glands by transverse instead of vertical 
incisions, viz., that the edges of the wound by falling in the lines 
of cleavage of the skin are not subjected to the tension which the skin 
itself exerts when cut longitudinally ; a better apposition is thereby 
secured, and an almost imperceptible cicatrix results. In Kiistner’s 
curved incision the wound reaches centrally nearly to the symphysis, 
and when necessary is enlarged on either side by cutting in a direc- 
tion parallel to Poupart’s ligaments. It thus corresponds to a 
normal crease or fold, which is hidden in fat subjects by over- 
lapping from above, and also by hair. The incision was suggested 
as a preventive measure against ventral hernia, and from this point 
of view it embodies a principle now of almost universal employ- 
ment in operations for the radical cure of hernia, viz., making 
the incision through skin and fascia in a different direction to the 
opening through the deeper parts, so that by the scars falling 
across each other instead of in line additional security is given to 
the parietes, and the risk of hernia diminished. Stress is laid by 
the author of the paper upon what he calls the ‘ cosmetic advantage ’ 
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of a hidden wound, the force of which we should be prepared to 
admit if the question involved the neck of the patient, as in 
Kocher’s incisions. Such an incision, moreover, must be limited 
in its employment to operations such as ventro-fixation and the 
removal of small tumours, etc., as it must curtail the approach to 
the pelvis unless the wound is carried widely in each lateral direc- 
tion. The writer states that the method has been employed in 
seventy cases for ventro-fixation and odphorectomy in the Berne 
clinic, where a glass drain is inserted between the flap and the 
muscular aponeurosis for twenty-four hours, from which it is to be 
inferred that ‘ pocketing’ is likely to occur—an obvious drawback. 
In some cases the curve has been extended to the length of 20 cm. 
(8 in.). In fifty-four of the seventy cases there was primary union ; 
hematomata formed in fifteen cases. In one case the wound had 
to be closed by ‘secondary suture’; one hematoma suppurated. 
Abdominal hernia has not been observed in any of the seventy cases, 
but no dates as to the lapse of time since the operations are given. 
In the closure of the wound the author finally advises (1) that buried 
sutures be used to unite fascia to the panniculus; (2) that the edges 
of the flap be sewn in two parts—i.e., the sutures commencing at 
one end and carried to the mid-point, then beginning at the opposite 
end and sewing towards the already closed half; (3) drainage 
through a counter-opening. 

On ‘Peritonisation’ after Laparotomy (JupET: La Gynécologie, 
April, 1902, p. 110).—Under this title the author reviews the advan- 
tages to be gained by systematically covering over all raw surfaces 
left after abdominal operations with healthy peritoneum, and he also 
indicates the various modifications in the operative technique which 
may be required to fulfil this object. ‘ Peritonisation’ is of use in 
checking capillary oozing, but it cannot be relied upon to control 
bleeding from vessels situated on the denuded surfaces. These must 
be separately ligatured, otherwise a subperitoneal hematoma may 
form which readily becomes infected. The restoration of the serous 
peritoneal investment is also of great value in combating the develop- 
ment of infection, as the bactericidal power of the healthy peritoneum 
is very considerable, and further, any organisms introduced accidentally 
during operation are thereby deprived of the favourable nutritive 
medium which is afforded by the sero-sanguineous exudation from 
denuded areas of tissue. 

Post-operative intestinal adhesions, the result of leaving surfaces 
deprived of epithelium, may follow any abdominal operation, and 
cause a distinct percentage of fatalities either immediately after the 
operation or at a later period. In other cases, again, colicky pain 
may ensue from interference with peristalsis due to the formation 
of adhesions, and rendering a second operation necessary. These 
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dangers may be altogether avoided by careful ‘ peritonisation.’ The 
method of Mickulicz, which consists essentially in covering all raw 
surfaces in the pelvis by gauze packing brought out through the 
lower angle of the abdominal wound, has been widely adopted. It 
acts as a hemostatic, provides for capillary drainage, and isolates 
the pelvic wound from the abdominal cavity. In some cases, how- 
ever, the gauze packing interferes with intestinal peristalsis, and 
adhesions may form, rendering its withdrawal difficult. At a later 
period a sinus often remains along which the silk ligatures may 
become infected, and finally, gauze packing increases the liability 
to the development of ventral hernia. The author considers that 
in nearly all cases this should be superseded by ‘ peritonisation.’ 
For similar reasons gauze drainage per vaginam should be avoided 
wherever it is possible to do so. 

The technique of ‘peritonisation,’ as applied to various pelvic 
operations, is then considered in detail. After ovariotomy this is 
carried out by simply suturing peritoneum over the pedicle. If 
extensive adhesions are present this may be difficult, and in some 
cases, if the uterus is extensively denuded, it is advisable to perform 
supravaginal hysterectomy. In operations for myoma the peritoneum 
is usually healthy, and an anterior flap is readily obtained which 
closes in the whole of the denuded surfaces. After operations for 
inflammatory affections of the appendages careful ‘ peritonisation ’ 
is of the utmost importance. In unilateral salpingo-oophoritis the 
broad ligament is divided, the vessels ligatured separately, and a con- 
tinuous peritoneal suture unites the cut edges. In double salpingo- 
oophoritis the question of removal of the uterus must always be 
considered, inasmuch as the retention of the organ gives rise in 
a considerable proportion of cases to troublesome sequelz, such as 
continuous pain, hemorrhage, etc. This should be unhesitatingly 
carried out if after separation of the appendages the uterus remains 
roughened and covered by peritoneal exudation. It is then an easy 
matter to bring over an anterior flap of healthy peritoneum, and 
cover the whole denuded area. 

In suppurative affections of the appendages, often accompanied 
by pelvic abscess, ‘ peritonisation’ may be difficult. In some of 
these cases, after removal of the uterus, a plan adopted success- 
fully by Quenu is recommended. This consists essentially in 
uniting the peritoneal covering of the sigmoid flexure, usually lying 
in the pelvis, with the peritoneum of the posterior vesical wall. In 
this way the pouch of Douglas is completely occluded, a shallow 
recto-vesical pouch taking its place. This procedure can only be 
justifiable if the disease has been completely removed, and all foci of 
infection effectually destroyed. It is obvious, also, that unless great 
care is taken stenosis of the sigmoid flexure may ensue. In some 
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of these cases Quenu has taken the precaution of introducing 
an abdominal gauze drain as a safety-valve against infection or 
hemorrhage. 

Judet then reviews the present position of abdominal hyster- 
ectomy for bilateral inflammatory affections of the appendages, 
and describes the technique adopted by various operators, such 
as Delageniére, Bardenhauer-Terrier, Hartmann, and others. The 
operation generally performed is supravaginal ablation of the uterus 
along with the appendages, followed by complete reunion of the 
peritoneal surfaces across the floor of the pelvis. In many cases it 
is advisable to introduce a gauze drain into the pouch of Douglas. 
During the last five years Quenu has performed this operation in 
135 cases with six deaths—one from embolism, one from uremia, 
one from tubercle, and in three cases from peritonitis extending from 
the pelvis. The figures of seven additional operators give a total 
of 396 cases, with twenty-six deaths—that is, a mortality of 7 per 
cent. A comparison with the results obtained by vaginal hysterectomy 
for bilateral advanced disease of the appendages appears to show that 
the abdominal route is almost as safe, whilst it possesses the advantages 
of affording more perfect visual control and more complete union of 
peritoneal surfaces, with avoidance of the inconveniences of post- 
operative adhesions. A. W. W. L. 

On the Importance of Cautery Eschars in the Peritoneal 
Cavity (K. Franz: Zeitsch. fiir Geburts. u. Gynak., Bd. xlvii., Ht. 1, 
p- 64).—Some operators employ the actual cautery to divide the 
pedicle of an ovarian cyst, or afterwards cauterize the cut edge; 
some, in separating pelvic adhesions, employ Paquelin’s cautery in 
preference to knife or scissors. The reasons advanced for the 
employment of the cautery are: First, that it destroys germs and 
tends to prevent infection, and, secondly, that it is supposed to be 
inimical to the formation of adhesions. 

Experiments to determine the effects of the cautery in the 
peritoneal cavity of animals have been made by several observers 
with differing results ; after referring to these, Franz describes some 
series of experiments which he himself has made. In rabbits, when 
the peritoneum was dissected off a portion of the abdominal wall, it 
was found that as a rule no adhesion took place, whereas if the 
bared surface was cauterized adhesions usually formed. 

A further series of experiments in rabbits was made to determine 
the relation of cauterized surfaces to infection ; in these experiments 
the infection was made by pencilling the portion of surface 
under observation with a broth culture of Staphylococcus pyogenes 
aureus. In five animals the culture was pencilled over a small area 
of unbroken peritoneum the size of a three-mark piece ; only one of 
the animals died. In seven rabbits the culture was pencilled into a 
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similar sized surface that had been bared of its peritoneum ; of the 
seven, six died in from six hours to five days, and in only two were 
adhesions found. The results were not different when, immediately 
after the infection, the place was well cauterized. Of seven rabbits 
experimented upon in this way, five died in from eight hours to four 
days ; in five of this group of seven animals extensive adhesions had 
formed to intestine or bladder. The worst results were obtained 
where the cautery was first employed and the eschar subsequently 
infected. Of five rabbits so treated, four died.in from eight to twelve 
hours, and the fifth in six days; in the first four no adhesions were 
found, presumably because the infection was too rapidly fatal; in 
the fifth animal a coil of large intestine had become adherent to the 
cauterized spot. 

From these experiments, the author concludes that the use of the 
cautery in the peritoneal cavity predisposes to the formation of 
adhesions and favours infection, and that its use should therefore be, 
as far as possible, limited. In oozing from a peritoneal surface, 
where the bleeding cannot be controlled by overcasting, the use of 
the thermo-cautery may be necessary, but it is impossible to tell 
whether the immediate benefit is not outweighed by the subsequent 
risks. W. 

Present Methods of treating Ureters severed during 
Abdominal Operations (WILLIAM R. NIcHOLSON: Amer. Journ. of 
Med. Sciences, vol. cxxiii., No. 4, April, 1g02).—Until the last few 
years the repair of ureters severed during abdominal operations was 
not considered, and as recently as eight years ago Thompson, of 
Odessa, stated that nephrectomy will give the only chance of re- 
covery. The various methods since proposed to avoid this mutilating 
operation may be divided into three classes : 

1. Anastomoses made with other viscera in the abdominal 
cavity. 

2. Reunion of the severed ends of the cut ureter. 

3. Anastomosis with the external surface of the body. 

Anastomoses made with other Viscera, as into Bladder or Bowel— 
Bladder.—This anastomosis first appealed to many as theoretically 
the proper method of treatment, and Bauman in 1892 performed 
this operation. The distal end of the ureter must, in addition, be 
tied to prevent a backward flow through the normal ureteral orifice. 
The indication for this operation is said by Penrose, Baldy, and 
King to be when the ureter is severed below the pelvic brim, because 
then the distance from the point of injury to the bladder is not too 
great to prevent proper anastomosis. 

Kelly, however, whilst believing that the operation is a valuable 
one, thinks that it should not be allowed to invade the province of 
uretero-ureteral anastomosis. Baldy thinks that the ureter can be 
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anastomosed with the bladder at any point of the pelvic portion of 
the ureter, and he calls attention to the fact that the majority of 
injuries occur in the lower portion, where it is agreed that a 
uretero-ureteral anastomosis is a very difficult operation. Emmet 
thinks that the chance of infection in bladder anastomosis is greater 
than in the case of uretero-ureteral anastomosis. Borée notes, among 
the possible dangers, either a constriction of the ureter, or a back- 
ward flow of urine, due to a too free opening with the absence of the 
ureteral valve, both giving rise to slow hydronephrosis. 

Bowel.—As early as 1851 Simon sutured the ureters to the bowel 
in acase of exstrophy of the bladder, the patient dying within a 
year with marked kidney changes. One objection to this operation 
seems to be insurmountable, and that is the ascending infection, 
which involves the vast majority of ureters thus anastomosed. 
Apart from this difficulty, there seems little reason why the intestines 
should not be utilized, as the operation is infinitely easier than 
uretero-ureteral anastomosis, and there would be a complete avoid- 
ance of dangerous traction, one of the causes of many of the failures 
of the latter method of operation and uretero-cystostomy. 

Peterson (Journ. of Amer. Med. Assco., February 16, 1901) has 
published the most thorough paper on this subject. He collected 
a series of thirty-three operations on human beings, and found a 
primary mortality of 33 per cent., and a final mortality still higher ; 
one case was living after eight years (unilateral implantation), 
one after three and a half years (double implantation). Of the 
twenty-two cases recovering from immediate operation three subse- 
quently died from pyelo-nephritis, and two from uremia. Peter- 
son, in forming his conclusions on the subject, made a series of 
experiments, and as a result of his studies claims that the opera- 
tion of uretero-trigono-intestinal anastomosis, while very serious, is 
justifiable where the only alternative is removal of the kidney, or 
where malignant disease demands the removal of a large portion 
of the bladder. The ordinary operation of anastomosis is not 
justifiable, on account of the great preponderance of the cases in 
which infection followed. Martin (Amer. Gynaecol. and Obstet. Journ., 
May, 1900) advocates the removal of the bladder in cases of 
malignant disease of that viscus with anastomosis of the ureters 
to the bowel, and collects a series of sixty-two cases with forty- 
eight recoveries. Of these, thirty-three were done by Mayol’s 
uretero-trigono-intestinal method. 

Reunion of the Severed Ends of the Cut Ureter.—The different 
methods of performing this operation may be divided into four 
classes : 


1. Lateral implantations, or the end-in-side—Van Hook's 
method. 
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2. Transverse end-to-end approximation. 

3. Oblique end-to-end approximation—Borée’s method. 

4. End-in-end—Poggi’s method. 

The main dangers of these operations are those of urinary 
leakage, fistule, and constriction, and these dangers are particularly 
threatening in end-to-end approximation—i.e., with or without 
invagination. As Borée’s method has only been done once on a 
human being, and there has been no experimentation on animals, 
there is not enough evidence on which to base a verdict. The 
end-in-end operation has been done by various experimenters, and 
once on a human being, tie result being successful. Wan Hook’s 
method originated in 1893, and seems, as a result of experi- 
mentation, to be free from the above objections to a great extent. 
Kelly first performed the operation on a human being in 1893. 

Borée in 1897 was able to collect twelve cases: Three by Van 
Hook’s method—all recovered; one by Poggi’s method—recovered ; 
seven by the end-to-end method—three died, but death was not due 
to the ureteral condition as far as could be ascertained; one by 
Borée’s method (by the author)—recovered. 

Kelly thinks that uretero-ureteral anastomosis should be done in 
all cases where both the severed ends of the ureter are easily 
accessible, when no obstruction is present between the lower end of 
the ureter and the bladder, and when there is no carcinomatous 
trouble necessitating the sacrifice of the lower portion. If any of 
these complications are present, then uretero-cystostomy should be 
done. 

Anastomosis with the External Surface of the Body—Skin.—Borée 
considered skin implantation to be about on a par with that into the 
bowel, but from the standpoint of infection it is even less trust- 
worthy. Apart from this, the patient is debarred from all social 
duties, and becomes personally disgusting. 

Vagina has only the advantage of reservoir space, though Borée 
has considered it to be preferable to the bowel. 

Finally, the author states that there are two further methods of 
dealing with a severed ureter. 

1. Nephrectomy, which he unreservedly condemns. 

2. Aseptic ligature of the severed ureter. When the condition 
is so precarious that there is no time for the formal operation of 
anastomosis, this may be done. The operation is hardly less 
dangerous than nephrectomy, but if there is no sepsis resulting 
in a pyonephritis and the ligature is well applied, thus insuring a 
sudden cessation of excretion, the kidney, after first enlarging, will, 
in the majority of cases, atrophy, and the risk of hydronephrosis 
developing seems to be less than in many cases of uretero-ureteral 
and other forms of anastomosis. > B.A. B.C. 
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Bulletin de la Société Belge de Gynécologie et d’Obstétrique, 
Part xiii., No. 1. 


Emphysema of the Abdominal Wall following Laparotomy _... ..» LAUWERS. 
Abdominal Hysterectomy for Cancer; Division of a Ureter; Implantation 

into Sigmoid Flexure JACOBS. 
Injury to a Ureter in the Course of Vaggaat — of 2 a Pardlont Collection 

in the Pelvic Cavity see JACOBs. 
Post-Operative Temperatures in HENROTAY. 
Serous Degeneration of a Pediculated Fibroid... HENROTAY. 
Pregnancy and Fibroids (Discussion)...  DORFF. 


Archivio Italiano di Ginecologia, April, 1902. 
of the Hymen RICCI 
New Method of treating Re die MICHELI. 
Cancer of the Fallopian Tube... FABOZZI. 
Histology of the Fallopian Tube during see FIORI. 


La Clinica Ostetrica, April, 1902. 

Quinine in Pregnant Women suffering from Malaria... ee .» MAGGI. 
The Abortifacient Power of Quinine ... FEDERICI. 
Action of Quinine on Pregnant Women _... aes eee BIsso. 
Nervous Maladies due to Morbid States of the Paciite Gemmnive Organs and 

their Treatment wes MELCHIORRE. 
Influence of Various Normal and Abies Sem of the wen on the 

Composition of the Milk . BIASOTTI. 
A Case of Hydramnios (and Anencephalic PINZANI. 


Bolletino della Societa Toscana di Ostetricia e Ginecologia, 
January, 1902. 


Hysterectomy after Labour for a of the Uterus and Adhesion of the 
Case of Sarcoma ina Luteum SANTI. 
Case of Internal Abortion bs me : CAMPACCI. 
Histology of a Case of the see Cova. 
An Umbilical Cord Clamp GELLI, 
(Edematous Fibroid of the Right ge PESTALOZZA. 
Intraperitoneal Treatment of the Pedicle in Abbie Hysterectomies after 
Elastic Ligature ... MARTINETTI. 
Primitive Brow Presentation and the Cord 
Dystocia from Hypertrophy of the Cervix Uteri ... BONI. 
An Obstetric Bed ase GELLI. 


Annali di Ostetricia e Ginecologia, April, 1902. 
The Obstetric Clinic of Palermo and its Teachers ce ae COSENTINO. 
Urobilinuria of Pregnancy and its Increase in Death of the Foetus MERLETTI. 
Analysis of the Urine of the New-Born Infant (Cryoscopy) —... ..» FERRONI. 


Annals of Gynecology and Pediatry, April, 1902. 
Hysterectomy for Cancer... LAPTHORN SMITH. 
Shoulder Presentation occurring twice in ‘tie same Patient... HAMMOND. 
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Annals of Gynzcology and Pediatry, May, 1902. 
Anatomy of the Levator Ani.. ae STUDDIFORD. 
Tripartition in the Study of the Female ... GALLANT. 
Some Diseases of the Kidney and Bladder in Infancy... a ... MORSE. 


British Gynzcological Journal, May, 1902. 


Precocious Sexual Development, with Abstracts of over 100 Authentic Cases 
ROGER WILLIAMS. 


New York Medical News, May 3, 1902. 


On the Technique of Cystoscopy in the Female ... see ae BIERHOFF. 
Intravenous Infusion of Saline Solution —... ..  CRILE. 


New York Medical News, May 17, 1902. 
A Danger from the Employment of the Weighted Vaginal Speculum GRIFFITH. 


New York Medical News, May 24, 1902. 


The Treatment of Puerperal Eclampsia_...  PARKE. 
Venesection and Infusion in ABRAHAMS. 
Puerperal Hemorrhage SEYMOUR. 


How shall we treat Sepsis following HENRY. 
The Etiology of Puerperal Toxzemia ee GALLANT, 


Interstate Medical Journal, May 31, 1902. 
Therapeutic Value of Work in Hysteria and Neurasthenia aaa ... SCHWAB. 


American Journal of the Medical Sciences, June, 1902. 
Exencephalic (Iniencephalic?) Monster with Bilateral Harelip and Cleft 
A Case of of the Kidney 
BoypD and MCFARLAND. 
The Practitioner. 


Cancer of the Uterus ... oe See ... LEWERS. 


Some Recent Points bearing upon the Etiology ai Puholons of Malignant 
Disease of the Uterus... HUBERT ROBERTS. 
Diagnosis of Malignant Disease of the roe HAULTAIN. 


The Glasgow Medical Journal. 


Cesarean Section, with Notes of a Series of Nine Successful Cases 


MUNRO KERR. 
Ruptured Perineum ; the Mechanism of its Causation ; its Prevention and 


Dublin Journal of the Medical Sciences. 


A Series of Cases illustrating the Influence of Utero-Ovarian Trouble in the 
Production of Intestinal Obstruction ... M‘ARDLE. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 
Meeting, Wednesday, June 4, 1902, 
PETER Horrocks, M.D., President, in the Chaz. 


Pregnancy after Removal of Both Ovaries for Cystic Tumour. 
—Mr. Asan Doran read a paper on this subject, which appears on 
p. I. 

Mr. BLanp-SuTTon observed that Mr. Doran’s interesting communica- 
tion really raised two important questions for consideration-—namely, the 
occurrence of pregnancy after double ovariotomy, and the effect of a 
ligature on the continuity of the lumen of a Fallopian tube. It was now 
quite certain that when a Fallopian tube was ligatured in continuity it 
did not necessarily permanently obliterate the tubal lumen. In his 
Cesarean section for pelvic contraction in 1891 he had tied the Fallopian 
tubes with thin silk within an inch of the uterus; this patient had re- 
mained sterile. On a subsequent occasion, where it was deemed prudent 
to induce labour for uncontrollable vomiting and epileptic seizures, an 
attempt was made to sterilize the patient by tightly tying the tube near 
its middle. This failed, for the patient quickly conceived again, and had 
reconceived many times, though her constitutional condition had never 
allowed a pregnancy to go to term. Since this experience, Mr. Bland- 
Sutton had always tied the tubes in two places and resected a piece, when 
it was desirable to sterilize a patient. Doran’s suggestion that ‘the liga- 
ture may perhaps ulcerate through the tube, which then healed behind it 
without stricture of its canal,’ was probably true, and the following case 
in a measure supported it: In 1898 he had removed an ovarian cyst ; its 
very slender pedicle was tied with thin silk. Although recovery was 
uneventful, the patient complained during many weeks of cramp-like pain 
on the side from which the cyst had been removed. The pains gradually 
passed away, and ten months later during menstruation she accidentally 
noticed on her napkin a tiny loop of silk, which she saved. This was 
the loop of silk used to secure the Fallopian tube; it had ulcerated into 
the tube, and had been very slowly conducted into the uterus, and so 
escaped. A silk ligature applied to the cut end of a ureter in the course of 
a nephrectomy was sometimes conveyed to the bladder in the same manner. 

Dr. GaLaBIN said that he had met with two cases in which the attempt 
to sterilize by tying the Fallopian tubes had failed. In that in which 
Dr. John Shaw had tied the Fallopian tubes with silkworm-gut in per- 
forming Czesarean section, it was certain that the ovum had passed by the 
tube on which the ligature appeared to remain im situ; for on the side on 
which the ligature had cut through, and the tube was divided, the divided 
ends were absolutely closed. In the second case, he had himself, in per- 
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forming Czesarean section, tied the tubes with kangaroo tendon, and the 
patient became pregnant again within a year or so. Taught by the 
experience of these cases, he had since then adopted the plan of cutting a 
piece out of the tubes between two ligatures, then pulling out the stump 
on each side as far as possible and cutting it off, so that the open lumen 
was left at the bottom of an inverted cone of cellular tissue. None of the 
patients so treated had become pregnant again, and he was inclined so far 
to regard this as a reliable method. 

The Presipent had expected to hear a hot discussion on how preg- 
nancy could have taken place when both ovaries had been removed. But 
Mr. Doran had frankly admitted that a piece of ovarian tissue had been 
left behind at the second operation, so that there was nothing strange 
about the case. He was surprised to hear Mr. Doran advocate the 
entire removal of both ovaries when it was possible to leave a healthy 
piece. He thought it better to leave some of the ovary whenever possible. 

Dr. AManp Routu thought that sufficient cases could now be collected 
to explain the occasional occurrence of menstruation and ovulation after 
double ovariotomy, and he observed that in most of the reported cases a 
latent period of a few months, or even years, elapsed before menstruation 
again appeared. He thought it likely that a small piece of the hilum of 
one ovary might be left containing immature Graafian follicles, which 
became further developed in a few months, and ovulation and menstrua- 
tion then recurred. 

Mr. ALBan Doran, in replying, said he was much interested in the 
discussion on attempts to sterilize a patient by tying or cutting the 
Fallopian tubes. He believed that in his own case a trace of healthy (not 
cystic) ovarian tissue was left in the right ovarian ligament. It was easy 
to extirpate all ovarian tissue when the ovaries were taken away with the 
uterus, and not difficult when a pedunculated ovarian cyst was removed ; 
but when the base of the cyst burrowed and lay close against the uterus, 
the ovarian ligament could rarely be distinguished. In one case where he 
was obliged to remove the uterus with the burrowing adherent tumour, he 
found, on examining the specimen, that it would have been practically 
impossible to leave the round ligament or part of a pedicle without leaving 
also ovarian tissue, morbid or healthy. As it was with a cystic tumour, 
so it was with inflamed adherent appendages, and so it very often was 
with an ovary removed to check the growth of a uterine fibroid. In all 
these cases the operator dared not cut the pedicle sufficiently short to 
remove all ovarian tissue, for he knew that if he did so the ligature would 
probably slip. Hence, it was not very hard to understand that in some 
cases menstruation, or even pregnancy, occurred after removal of both 
ovaries. 

Mr. Mayo Rosson contributed a short communication on A Case of 
Primary Ovarian Gestation, which appears on p. 11. 
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BRITISH GYNAZCOLOGICAL SOCIETY. 
Meeting, June 12, DR. Heywoop Smitn, Vice-President, in the Chair. 


The PresipENT, Dr. Hattipay Croom, sent for the consideration of 
the Fellows—(1) A uterus removed for disease diagnosed from micro- 
scopical examination to be malignant, but proving to be only recrudescent 
fibroid; his note suggested that similar cases might account for some 
alleged cures of cancer by hysterectomy. (2) A uterus and placenta 
removed after delivery of a living child by Cesarean section on account 
of a large fibroid obstructing labour. 

Dr. MacnauGuTon-Jones read notes of a case of albuminuria in which 
early in the seventh month, without rupture of the membranes or any 
laceration of the cervix, he had, in twenty minutes, effected dilatation by 
means of Bossi’s instrument, recently shown to the Society. 

In a paper entitled Is there any Real Deciduoma Malignum ? 
Dr. HERBERT SNow questioned whether the malignant developments 
immediately following and often unmistakably due to the trauma of 
parturition showed any title to a special term differentiating them from 
cancerous new-growths in or about the uterus apart from gestation. The 
decidua contained no cell-elements distinguishable by the microscope 
from those of connective tissue, and even if it generated a new-growth, 
such growth could not be distinguished from sarcoma or myosarcoma. 
The reference of deciduoma to the chorionic epithelium controverted the 
views of Sanger, and everything now turned upon the syncytium and the 
‘plasmodial masses.’ Microphotographs were most misleading where 
malignant cell-growth was concerned; a conscientious drawing might 
convey the truth, but a microphotograph could not do so. The processes 
of preparation and section-cutting completely disguised the shape, to say 
nothing of more important characters of cells, and examinations of pre- 
pared sections only led to mistakes. In prepared thin sections of rapidly 
growing sarcomata in other parts of the body, it was common to find large 
masses of nuclei embedded in a jelly-like material which exhibited no dis- 
tinction of separate cells, though there was no difficulty in discriminating 
spindle-shaped and multinucleated cell-elements in a scraping of the 
same growth stained with gentian violet. The term was misleading ; 
the disease so called might occur apart from pregnancy, and there 
was no proof of the generation of malignant growths from placental 
structures, whether decidual or chorionic. Clinically, the lesions in no 
way differed from those of uterine carcinoma, sarcoma, or myosarcoma 
under the increased vascular tension of pregnancy. Even in the most 
acute forms of cancer, some time was required for the development of 
widely-sundered metastases, and, from what we knew of malignant disease 
elsewhere, it was highly improbable that the extensive lesions met with 
in many cases could have commenced during pregnancy, as cancer 
was never set up while healthy cell-proliferation was going on. The only 
inference to be drawn was that the malignant development began before 
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conception, and that the phenomena of cancer of the uterine body, always 
obscure and insidious, were masked by the pregnancy. 

The CHARMAN was inclined to attribute greater value to micro- 
photographs than Dr. Snow allowed them; a drawing was done with 
a certain amount of bias, and might accentuate points that a photograph 
would represent with greater truth. If the disease originated in the 
decidua, a theoretical distinction might be drawn between it and malig- 
nancy arising in the wall of the uterus. Many cases seemed to have lost 
ground very rapidly after the use of the curette. 

Dr. MacnauGcuTon-Jones held that practically they must recognise 
deciduoma malignum as a malignant disease connected with the products 
of conception, with characteristic profuse hemorrhage and tendency to 
necrosis. Whether it approached carcinoma or sarcoma in character was 
of little importance compared with its early recognition and prompt extir- 
pation. 

Dr. J. J. Macan pointed out that, widely as Veit differed from Marchand 
as to the nature of the disease, they entirely agreed as to its clinical aspects 
and all its essential microscopic characteristics ; in view of the number of 
recorded cases, it seemed idle to deny the existence of a peculiar form of 
malignant disease intimately connected with pregnancy, for which, out 
of the dozen or score of names that had been given to it, chovio-epithelioma 


malignum, suggested some years ago by Marchand, was now most generally 
acceptable. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNACOLOGICAL SOCIETY. 


Meeting, Friday, May g, 1902, Dr. S. Buckiey, President, in the Chair. 


Tubal Abortion.—-Dr. J. E. Gemmett (Liverpool) showed the 
specimen, drawings, and microscopical sections from a case of tubal 
abortion. A clinical history of amenorrhcea was not clear, but when 
the patient was first seen there was a tubal swelling and metrorrhagia. 
Repeated hemorrhages took place into the peritoneal cavity, and at the 
operation the blood-clot, pear-shaped and containing the ovum, was found 
with its thinner end grasped by the abdominal ostium of the right Fallopian 
tube, being thus caught in the act of expulsion. The abdominal ostium 
was dilated widely enough to admit the thumb, and the blood-clot was 
free in the peritoneal cavity. There was no rupture of the Fallopian tube 
which formed the gestation sac, and the right ovary was healthy. The 
uterine appendages on the left side were normal. Microscopical sections 
showed blood-clot, blood-cells, and decidual cells, together with a doubtful 
structure, probably a chorionic villus. 

Acute Strangulation of a Pedunculated Subperitoneal Uterine 
Fibroid.—Dr. H. Briccs (Liverpool) showed a tumour which he had 
removed from a married woman, aged thirty-seven years, after she had 
passed through an acute illness corresponding to the probable date of 
occurrence of the torsion. The patient had been married twice, her only 
child having been born twelve months after her first marriage. She stated 
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that she had been aware of a hard lump in the lower part of her body for 
some time, but that it had not produced any symptoms. Dr. Edis, who 
saw her, told her of the existence of the tumour, and noticed that its 
enlargement had been very rapid during the febrile attack which had 
existed for a week before she was admitted to the hospital. At the 
operation universal recent adhesions required separation, and when the 
tumour was set free its pedicle, which was an inch thick, passed on to 
the left of the uterus near the fundus. The tumour was seen to be dis- 
tended by effused blood, and its size was rather less than that of an average 
female adult skull. Dr. Briggs said he was not aware of acute torsion 
of the pedicle of a subperitoneal fibroid taking place, and he had been sur- 
prised by the occurrence. He had expected to finda solid ovarian tumour. 

A Case of Craniotomy and Cranioclasm in Face Presentation, 
with Impaction.—Dr. Murray Cairns (Liverpool) related the case 
of a multipara, aged thirty-three, who had had nine previous labours, 
six of which had been instrumental. He first saw the patient 
after she had been in labour for thirteen hours. The os was fully 
dilated, the face presenting, and the head impacted at the brim. The 
liquor amnii had almost completely drained away. Repeated attempts 
to extract by forceps having failed, version was attempted, but with no 
better success. The patient’s condition rendered further delay undesirable. 
Peforation was accordingly performed, slight nutation of the head allowing 
the perforator to penetrate the anterior fontanelle obliquely. Extraction 
was completed by means of the cranioclast and axis-traction forceps. 
The difficulties in delivery consisted of (1) contraction of the pelvic 
brim ; (2) deficiency of liquor amnii; (3) the size of the child, its weight 
being between 8 and g pounds; and (4) the presentation of the face. 
Dr. Cairns expressed his opinion that in future Cesarean section will 
be more frequently performed in such cases. 

Dr. W. J. Stncxair said that, in deciding as to the advisability of per- 
forming Czsarean section in such a case, several points had to be carefully 
considered. The fact that the waters had drained away for thirteen hours 
was an unfavourable condition. But it was also important to know how 
long the patient had been in labour before the membranes had ruptured. 
Was it known whether the child was still living when Dr. Cairns saw the 
patient? Had the fact of a faulty presentation been known in the early 
stages of labour and before impaction had become established ? 

Dr. BrairHwalTeE thought that Caesarean section would have been out 
of the question in this case. The impaction of the presenting part and 
the long escape of the liquor amnii would already probably have destroyed 
the life of the foetus, and also placed the mother in a very unfavourable 
condition for the operation. He considered that craniotomy was the best 
treatment under the circumstances. 

Dr. Murray Carrns in the course of his reply said that he only saw 
the case at the end. He believed the child was still living when he 
examined the patient in consultation with the doctor in charge of the 
case. He thought the patient suffered as much from collapse and shock 
after the operation as she would have done after Czesarean section. 


[| 
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Secondary Hemorrhage Fifteen Days after Vaginal Hysterec- 
tomy treated by Abdominal Section.—Dr. J. B. Hetiier (Leeds) 
read a paper on a case of early cancer of the cervix uteri in which vaginal 
hysterectomy had been performed. The operation was an easy and 
simple one, the uterus being freely movable and readily drawn down. 
The broad ligaments were ligatured with silk in three portions on each 
side. Progress was quite satisfactory until the fourteenth day, when 
the last ligature came away and there was trifling hemorrhage. On 
the fifteenth day violent secondary arterial bleeding came on. About 
1} pints of blood were lost, and the bleeding could not be controlled 
per vaginam. The woman became almost pulseless. Abdominal section 
was performed in the Trendelenburg position, strychnia being injected 
hypodermically, and 3 pints of saline solution being injected into the 
veins during the operation. On opening the abdomen there was no 
free haemorrhage, the pelvic floor being sealed up. A band of omentum 
was firmly adherent to the seat of operation. On separating adhesions 
blood began to well up freely, and there was a little sero-purulent discharge 
and an offensive odour. The omental band was drawn out, ligatured, and 
cut off. After inserting Doyen’s abdominal retractor and illuminating the 
pelvis with the electric light, a bleeding vessel was seen on the right side ; 
probably it was a branch of the ovarian artery. This vessel was tied, 
and the bleeding ceased. A gauze drain was placed in the pelvis and 
brought out fey vaginam. The abdominal wound was then closed, a small 
rubber tube being placed in its lower end, as it was pretty clear that the 
wound must have become infected by the fingers after manipulating the 
seat of operation. There was no further bleeding. Some suppuration of 
the wound and the anemia resulting from the hemorrhage prolonged the 
recovery, but the patient had since done well. 

Dr. W. J. Sincrair insisted that there should be enough ligatures 
employed to control the various vessels, and not merely to strangulate 
large masses of tissue. He frequently used many more than three on 
each side. 

The PresipENT (Dr. BuckLey) referred to a case in which there had 
been severe bleeding on the evening of the fifth day after vaginal hysterec- 
tomy. The vagina was replugged with gauze, and some forceps were 
applied to bleeding-points. A few hours afterwards the hemorrhage 
returned, and the patient was so collapsed that an anesthetic was not 
given, and the abdomen was opened with the woman practically mori- 
bund. A bleeding-point was found high up in the pelvis, which could not 
have been dealt with by the vagina. The vessel was tied, and after 
placing a gauze drain through the pelvic opening into the vagina the 
abdomen was closed, and the patient rallied and completely recovered. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting, June 11, Dr. JAMES Ritcuie, President, in the Chair. 


SpEcIMENS.—Dr. BarBour Simpson showed for Professor Simpson 
three specimens of Extra-uterine Gestation. Professor Simpson, he 
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said, had operated on eight cases of ectopic pregnancy within the last 
three months. He also showed an ovarian cystoma with a twisted 
pedicle. On opening the abdomen the peritoneal cavity was full of blood, 
which was due to the fact that the twist had been so severe that the 
vessels of the pedicle had given way. 

Dr. Berry Hart showed a Dermoid Tumour of the Ovary. The 
patient had been sent into the Maternity Hospital with a history of 
obstruction to labour. There was a tumour in the pouch of Douglas, 
which, however, was easily pushed out of the way, and the labour was 
terminated by the use of forceps. Later the patient was admitted to the 
Royal Infirmary and the tumour removed. He also showed a piece of 
cervix from a case of rigid os, in which the cervix had torn horizontally 
above the os externum. The piece was ligatured and removed. 

Dr. Haic Fercuson showed a Fibroma from the Anterior Vaginal 
Wall, and remarked on the rarity of the condition. 

CommunicaTions.—Dr. CALLENDER read Notes on a Case of 
Epithelioma of the Vulva. The case was that of a lady aged sixty-three, 
who had suffered from intense itching in the neighbourhood of the vulva 
for several years. On examination great hypertrophy and induration of 
the labium majus with superficial ulceration were discovered. The in- 
guinal glands were also enlarged. The labium and the glands were 
removed, and microscopical examination revealed the epitheliomatous 
nature of the tumour. In six weeks there was recurrence, and another 
operation was performed. The disease had recurred, and Dr. Callender 
was now trying the effect of X rays. There seemed to be some improve- 
ment in the symptoms. 

Professor Kynocu (Dundee) read a paper on Repeated Ovariotomy. 
He referred to the frequency of the necessity for performing a second 
ovariotomy on the same patient, and discussed the question of the treat- 
ment of the apparently healthy ovary during the removal of the various 
forms of unilateral ovarian cysts. Pfannenstiel’s work on the subject 
was noted, and then Professor Kynoch recorded three cases of repeated 
ovariotomy upon the same patient. 

Dr. MicHaEL Dewar read a paper on The Use and Abuse of 
Forceps in General Practice. He referred to the discussion on the 
subject in Montreal in 1897, and in Edinburgh in 1898, at the meetings of 
the British Medical Association. He complained that speakers then em- 
ployed too many generalities and too few facts. The cause of injury to 
patients was not the use of forceps but their abuse, and this was owing to 
the fact that the practical obstetric tuition of students was inefficient. 
Dr. Dewar pointed out the conditions which led to the greater use of 
forceps in City practice and the less use in country practice and hospitals. 
He gave statistics of forceps cases in Britain and on the Continent, and 
then detailed the statistics of his own cases. He used forceps in 35 per 
cent. of his cases, and concluded that the results were more favourable 
when forceps were judiciously and skilfully used than when withheld. 
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GLASGOW OBSTETRICAL AND GYNZCOLOGICAL 
SOCIETY. 


Meeting, Wednesday, April 23, 1902, Dr. RoBerT JARDINE, President, 
in the Chair. 


The PRESIDENT read a paper on a Case of Sarcomatous Enchon- 
droma of the Pelvis during Pregnancy. The patient, aged twenty- 
nine, married nine years, was about seven months pregnant for the first 
time. For two years previously she had complained of intermittent 
pains at the back of both thighs. These pains increased in severity when 
she was three months pregnant, and a month later the right thigh became 
cedematous. The swelling of the limb gradually increased, while the 
pains became very severe. On admission to the Glasgow Maternity 
Hospital the patient was pale and emaciated, and complained of severe 
pain in the right side of the abdomen and back of the right thigh. The 
limb was exceedingly cedematous. A tumour apparently attached to the 
ilium was palpated in the right lower quadrant of the abdomen, displacing. 
the uterus to the left side. Vaginal and rectal examination revealed a 
globular mass, soft in parts, hard in others, growing apparently from the 
region of the right sacro-iliac joint, and filling the greater part of the 
pelvic cavity. The cervix could not be reached. Osteo-sarcoma was 
diagnosed, and it was decided to do Cesarean section at a later date, to get 
a viable child. Operation had to be done, however, nine days after 
admission owing to the condition of the patient. She bore the operation 
well, but died next day. The child was dead, although the foetal heart 
had been heard the day previously. A post-mortem examination was 
made, and the entire pelvis with the tumour removed. These were 
shown, as also a drawing of the condition. The paper concluded 
with a detailed account of the tumour, and its extent, situation, and 
relations in the pelvis. The growth was chiefly composed of rapidly 


growing cartilage cells, with here and there groups of cells suggestive of 


sarcomatous degeneration. It may have been a simple enchondroma to 


begin with, but its very rapid growth during pregnancy suggested 
malignancy. 

Cancer of the Cervix Uteri in a Case of advanced Pregnancy— 
Abdominal Hysterectomy—by Dr. A. W. Russett. The patient, 
aged forty-six, married less than a year and six months pregnant, had 
sudden and profuse hemorrhage, necessitating tamponade of the vagina 
Examination showed cancer of the cervix as the cause. As alarming 
hemorrhage recurred twice in the next three days, total abdominal 
hysterectomy was done, but the patient died on the following day. 

Fungating Cancer of Cervix Uteri—two Cases; Vaginal 
Hysterectomy. Dr. A. W. Russevi read notes and then discussed 
(1) the advantage of preliminary curettage, and application of formalin in 
cases of doubt as to the advisability of radical operation; (2) the 


advantage of giving the patient the benefit of operation in — 
hopeless cases. 
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Vesical Irritability as a Result of acute Anteflexion of the 
Uterus, and its Relief by Operative Treatment of the Flexion. 
Dr. A. W. Russet described a typical case in which he performed 
Dudley’s operation on the cervix. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 
Meeting, Friday, May 23, Dr. W. J. Smy ty, President, in the Chair. 


Dr. E. Hastincs Tweepy read a paper entitled Observations on 
the First Stage of Labour; the Causal Relation of this Stage 
to Rupture of the Uterus. He said that the onset of labour should 
be reckoned from the moment of the establishment of uterine polarity. 
Uterine polarity was probably induced by an overstretched condition of 
the lower uterine segment, brought about as a result of labour con- 
tractions. A fully dilated os was not always of a diameter sufficient to 
permit of the passage of the foetus. The condition known as rigid os, 
with its thin, knifelike edge, was in reality an os that had reached its 
maximum degree of expansion. In primipare especially an os in this 
state tore readily, but in the event of its not doing so it moved in 
a direction upward and backward in response to the more powerful 
pull exerted on it by the posterior uterine muscular fibres. In conse- 
quence of this, the anterior cervical lip became enormously elongated, 
and was erroneously spoken of as being incarcerated or nipped between 
the pubes and the presenting part of the foetus. The liberation of the 
lip necessitated the tearing of the cervix. A lip such as this became 
rapidly cedematous, and often protruded through the vulva at the com- 
pletion of labour. Under these circumstances the cervical tear, though 
extensive, could be dealt with by immediate suture, not alone because of 
the great oedema, but chiefly for the reason that there was never any 
posterior lip to which to stitch it. Occasionally the os did not tear after 
it had moved upward and backward. Then rupture of the lower uterine 
segment and of the anterior fornix of the vagina became probable. 
These structures will, under the conditions named, lie one on top of the 
other, and will be subjected to the counter-pulls of anterior and posterior 
uterine fibres. Ruptures such as these took place insidiously, the only 
symptom which marked their onset frequently being the moving of the 
rigid os upward and backward. 

Dr. Horne said that in his experience cases of ruptured uterus were 
usually associated with contracted pelves, and were consequently unusual 
in Dublin, where the condition named was seldom met with. He did not 
look on the strong pains as the principal cause; he rather inclined to the 
idea that insufficient dilatation, or dilatation slowly occurring, was the chief 
factor, the head being shoved through, not being pressed through. The 
occurrence of the rupture on the left side was clearly due to the position 
of the woman on her left side during the labour. 

Dr. Pureroy said he would like to know if Dr. Tweedy considered 
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that a rigid os was the normal condition in primipare ; such an idea 
seemed to him to be novel and startling. He would also like to hear 
what Dr. Tweedy considered as full dilatation of the os. In his ex- 
perience he did not find the pulling up of the posterior lip to be a 
precursor of rupture. The number of cases of rupture occurring in 
practice was small, and in his opinion uterine rupture was not nearly 
so frequently complicated with rupture of the vagina as Dr. Tweedy — 
stated (75 per cent.). 

Dr. JELLETT said that he recognised that dilatation of the external os 
was not a sign of labour. He did not accept Dr. Tweedy’s explanation 
of polarity; he associated it more with some regulating nerve fibres 
connected with the higher nerve centres which regulate the muscular 
contractions, in a manner analogous to the simultaneous contractions of 
the fibres of the body and relaxation of the sphincter of the bladder and 
the rectum. In his opinion the first stage of labour ended clinically with 
rupture of the membranes. 

Dr. Smyty said Dr. Tweedy’s paper dealt with two subjects, the first 
stage of labour and rupture of the uterus. Much depended on where he: 
considered the polarity began; if he included the whole lower uterine 
segment, the labour may be said to commence at the seventh month of 
pregnancy. He looked on Miiller’s ring as a very uncertain point from 
which to count. If the lower segment of the cervix was included, it was 
equally faulty. Dr. Jellett’s definition could not be accepted, for rupture 
of the membranes had occasionally occurred months before labour. Why 
did the cervix rupture? He was not satisfied with the statement, ‘ when 
it has reached the greatest possible amount of extension.’ He considered 
the rupture to be caused by want of a rate of dilatation of the os pro- 
portionate to the force of the expelling pains. 

Dr. Hastincs Tweepy, in replying, traversed the assumption that the 
os never tears in normal deliveries, so-called, and when the membranes 
have not prematurely ruptured. Elongation of the anterior cervical lip 
was a condition frequently encountered, and this, in his opinion, indicated 
that the os had ceased to respond to the forces which caused its expansion. 
As to the injection of cocaine into the edge of a rigid os and the supposed 
relaxation of the structure thereby, being cited as proof of its origin in 
muscular spasm, he could conceive of nothing more far-fetched. Cocaine 
had no effect on motor nerves, and many reasons could be adduced to 
account for this supposed condition of relaxation more reasonable than 
the one given. He did not agree with Dr. Jellett that from a practical 
point of view rupture of the membranes might be taken as an indication of 
the commencement of the second stage, as from that time the danger of 
retarded delivery commenced. Such an assumption implied the complete 
draining away of the liquor amnii, which, of course, did not occur after 
rupture of membranes, save under abnormal conditions. 
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REVIEWS OF RECENT BOOKS. 


EssENTIALS OF OssTETRICS. By Charles Jewett, M.D. Second edition, 
1902. London: Henry Kimpton. Pp. 378, 80 woodcuts, 
5 coloured plates. 


In the second edition of this work much has been rewritten, and 
new matter has been added. The subject - matter is well arranged, 
commencing with a short account of the anatomy of the female genital 
organs. The succeeding chapters treat of the physiology of pregnancy, 
labour, and the puerperal state, and the pathology of the same, whilst the 
last chapter is devoted to a short account of the chief obstetric opera- 
tions. The author lays great stress on abdominal examination for the 
presentation and position of the foetus, pointing out that a thorough 
knowledge of this, by reducing the frequency of internal examina- 
tions, lessens the chance of sepsis, and he is right in so doing, our ex- 
perience being that the average student knows very little about this 
subject. The teaching on antiseptics is very good, though it is doubtful 
whether all private patients would submit to what the author considers 
necessary. 

The section on infantile feeding is one of the best in the book, and 
should prove of the greatest service, not only to students, but also to 
practitioners. 

The author’s teaching is in most cases accurate and sound, but in 
some instances differs considerably from that of the best English text- 
books. To give examples: The author advocates version in generally 
contracted pelvis, the application of forceps to the breech if it be 
impacted, the prompt evacuation of the uterus in eclampsia, the expectant 
treatment of placenta previa before viability of the child, and if any 
portion of the membranes is left behind in the uterus after expulsion of 
the placenta, to allow it to come away with the lochia. 

In all these cases most English teachers hold exactly opposite views. 
Again, the author states that the ‘retraction ring’ can generally be felt 
above the brim by the close of the first stage of labour; whereas most 
authorities consider that the ‘ retraction ring’ is only felt in cases where 
there is obstruction, and the lower uterine segment has thinned to a 
dangerous extent. 

Immediate cceliotomy is recommended for all cases of primary intra- 
peritoneal rupture of a tubal gestation. This opinion, which the author 
holds with so many other competent authorities, will probably have to be 
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modified in the next edition, in view of recent observations upon the 
conservative treatment of this condition. 

We find no mention of secondary uterine inertia, a rather notable 
omission in a book especially written for students; and the statement 
that Champetier de Ribes’ bag is difficult to render aseptic is hardly 
correct, since it can be boiled. 

In the operations no mention is made of cranioclasm, but under 
craniotomy is a description of an operation which is a mixture of both. 

The object of this book is to place the essential facts and principles of 
obstetrics before the student, and it is intended as an introduction to some 
more elaborate treatise. The book is essentially a practical one, theoretical 
discussions having been purposely omitted, and we congratulate the author 
on having so well accomplished his task. 


Diseases OF WomeN: A HaAnpbBook FOR STUDENTS AND Practi- 
TIONERS. By J. Bland-Sutton, F.R.C.S. Eng., and Arthur E. 
Giles, M.D., B.Sc., F.R.C.S. Edin. Third edition, with 145 illus- 
trations. London: Rebman, Limited, 1go2. 


The new issue of this popular text-book exceeds the last edition by 
nearly sixty pages, yet it cannot be said to be bulky. One of the most 
interesting additions is the brief note on ovarian pregnancy, in which the 
authors now believe. They base their change of opinion entirely on Van 
Tussenbroek’s case, and make no mention of a few other instances of 
extra-uterine pregnancy recently reported which have been reckoned as 
primarily ovarian. The substance of Mr. Bland-Sutton’s writings on 
ovarian tumours in relation to pregnancy and the puerperium have been 
incorporated into the text of this edition. He has not changed his opinion 
on abdominal enucleation of uterine fibroids. He retains the paragraph, 
which reads thus: ‘In exceptional cases enucleation is a desirable 
measure; but as a routine method in the surgical treatment of uterine 
fibroids, conservative hysterectomy is easier, safer, and quicker.’ Some 
foreign authorities appear to be somewhat less certain than they were a 
few years since about the advantages of abdominal enucleation, with pre- 
servation of the uterus. It does not always cure the hemorrhage, and is, 
without doubt, very dangerous when the operator is not experienced, and 
when any factor within or without the body interferes with asepsis. The 
term ‘conservative’ in the literature of fibroids is confusing. Foreign 
writers often apply it to enucleation when it is the uterus that is preserved ; 
Mr. Bland-Sutton uses the term to imply that the ovaries, or at least 
some ovarian tissue, are not taken away when supravaginal hysterectomy 
is performed. 

Mr. Bland-Sutton clearly prefers the operation just named to pan- 
hysterectomy. No doubt it is far more suitable to be taught, a matter 
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not to be overlooked. Panhysterectomy is associated with several 
dangers, and requires very great experience in pelvic surgery, and high 
manipulative dexterity. Supravaginal hysterectomy is far simpler. Mr. 
Bland-Sutton is even more opposed to the combined or abdomino-vaginal 
variety of hysterectomy than he was when he prepared the last edition, 
for not only does he dismiss it in one paragraph, but adds the sentence: 
‘ This is a clumsy method, and we neither recommend nor practise it.’ 

The most conspicuous improvement in this new edition, considering 
that it is an educational work, is the addition of much matter concerning 
cancer of the cervix and the body of the uterus. In conclusion, the 
improvements and additions in this new edition will serve to increase the 
usefulness of ‘ Diseases of Women.’ 
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